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Express processing options. Express certificates are sent within 48 hours for a $15 fee. Quiz forms requiring Priority 
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Do you send my certificate to my board or licensing agency ? 
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Is there a deadline for course completion ? 

Not from us. All of our courses can be completed at your own pace. The date of completion on your certificate will 
be the date your quiz is processed in our office. (Note: Directions in Psychiatry subscribers should refer to the CME 
information page in their program for the expiration date of volume.) 

What is your policy on returns ? 
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Can I share the program with someone else ? 

Yes, you can share the program with someone else. Please call us at 1-800-367-2550 for details. 



How about group discounts f 

We offer group discounts as well. Please call us at 1-800-367-2550 for more information about our MVP 
(Member Value Program) for group enrollments and discounts. A MVP discount card is available to organizations 
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Thank you for participating in this 
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Introduction 



o 

ERIC 



Psychiatric interest in psychosocial rehabilitation dates back to the era of institution-based practice before the discov- 
ery of antipsychotic drugs. 1 However, in the early stages of deinstitutionalization and the community mental health 
center movement, attention to rehabilitative tasks slackened. During the 1970s, coinciding roughly with the second 
phase of the community mental health center movement and its focus on the seriously mentally ill, psychiatric atten- 
tion to the field of psychosocial rehabilitation reemerged, emphasizing services in the community for seriously ill per- 
sons. 23 Beginning in the 1980s, services researchers began to provide convincing, empirical support for some 
rehabilitative interventions. When Congress passed the American’s with Disabilities Act in 1990, aimed at 
ensuring the rights of persons with physical and behavioral disabilities, including access to appropriate, com- 
prehensive care and full citizenship, it provided enormous impetus to an advocacy movement for rehabilita- 
tion and recovery. Finally, the Surgeon General’s Report on Mental Health, issued late in 1999 as the first 
national public health statement on mental health, emphasized the heavy burden of disease (disability) associ- 
ated with mental disorders and the need for coordinated treatment and rehabilitation. 4 



10 



i 



Volume 12 



Directions in Rehabilitation Counseling 



Lesson 1 



The contemporary challenge for psychiatry is to 
achieve integration of treatment and rehabilitation 
within a network of community-based services. The 
first part of the Patient Outcomes Research Team 
(PORT) study of treatment for schizophrenia, based on 
hundreds of outcome studies, specified the essential 
components of evidence-based treatment including the 
contributions of psychosocial rehabilitation in achiev- 
ing a balanced, comprehensive plan of care for seriously 
ill patients . 5 The second part of the PORT study 
examined the success of current patterns of usual 
care for schizophrenic patients in two different state 
systems and found the actual care conformed only 
modestly, generally below 50%, to the standards of 
care recommended by the PORT. 6 Conformance was 
worse for psychosocial interventions than for phar- 
macologic treatments. 

The introduction of managed care into the public 
sector of psychiatric services creates urgency for recon- 
sidering the relation of treatment to rehabilitation. 
Managed care seems to be of two minds about psy- 
chosocial rehabilitation. On the one hand, managed 
care paradigms focus on acute medical care and 
potentially ignore not only the whole task of reha- 
bilitation but also the need to integrate treatment 
and rehabilitation for seriously ill, disabled persons. 
On the other hand, one of the leading publications 
" in behavioral managed care offers a vision of the 
future of service delivery, which recognizes the key 
importance of psychosocial rehabilitation. 7 The 
vision includes three principles: (1) to capitalize on 
the effectiveness of atypical antipsychotic drugs, 
which have created a new set of patient needs by 
more effectively treating positive and negative symp- 
toms, as well as the associated cognitive deficits; (2) 
to redesign the social programs serving seriously 
and persistently ill people to maximize the opportu- 
nity for recovery and reintegration into community 
life; and (3) to galvanize the political will necessary 
for system change at the state and local level. For- 
ward-looking, psychosocial rehabilitation specialists are 
beginning to conceptualize and develop psychiatric dis- 
ability management programs within a managed care 
framework . 8 

These considerations create a timely need for psychi- 
atrists to revisit the relationship between the arenas of 




treatment for symptoms and rehabilitation for disabili- 
ties. Many before us have called for integration . 3 
Taking on this task anew provides a fresh opportunity 
to narrow, if not bridge, the gap between the two 
approaches to care. In addition, taking on this task 
provides an opportunity for psychiatry to clarify its 
agenda and the roles of psychiatrists in bridging the 
gap. While a few psychiatrists have made essential con- 
tributions to the growth of psychosocial rehabilitation, 
and many in community psychiatry have built rehabili- 
tative interventions into their practice, the average 
practicing psychiatrist pays little attention to the prob- 
lem. Psychiatrists ought not to lag behind, as the course 
is being set for the future in this arena. If psychiatrists 
ignore the challenge, they run the risk of being mar- 
ginalized into progressively narrower roles for clini- 
cal practice, as is often the case in aggressive man- 
aged care settings in the private sector. 

To address this state of affairs, a report of a 1999 
APA Presidential Initiative Advisory Committee on 
Psychosocial Rehabilitation of the Severely and Per- 
sistently Mentally 111 (SPMI), based in large part on 
a position statement developed by the American 
Association of Community Psychiatrists, recom- 
mends several possible roles for psychiatrists. 14 ’ 15 
These include responsibility for comprehensive 
plans of care, continuing education, participation in 
services research, and clinical and advocacy alliances 
with professional rehabilitation colleagues. 

This lesson will provide a summary of the history of 
psychiatric rehabilitation, introduce a conceptual 
model for the integration of psychiatric treatment and 
rehabilitation, and allow mental health professionals to 
become familiar with specific roles that psychiatrists 
can fill in a system of integrated care. 

The Relevance of 
Psychosocial Rehabilitation 

Psychosocial rehabilitation has been defined as “a 
therapeutic approach to the care of mentally ill indi- 
viduals that encourages each patient to develop his 
or her fullest capacities through learning procedures 
and environmental supports.” 16 Contemporary psy- 
chosocial rehabilitation incorporates a variety of per- 
sonal and environmental interventions designed to help 
seriously ill persons cope with their disabilities and live 
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as fully as possible in the community. A prominent, 
theoretical framework for the rehabilitation enter- 
prise is a recovery model which comprises multifac- 
eted interventions such as social skills training, 
remedial cognitive training, supported employment, 
supported residential services, family interventions, 
and supported and peer-led socialization . 3 

We accept the premise and the evidence that rehabil- 
itative interventions, in counterpoint with treatment 
procedures, play an essential, interactive role in provid- 
ing comprehensive care for seriously ill persons with 
disabilities. We believe this axiom is true not only for 
psychiatry but also for general medicine. In consider- 
ing the relationship of psychiatry to medicine, it is 
useful to make a distinction between short-term and 
long-term disabilities, which respectively require short- 
and long-term rehabilitative interventions. Because 
psychiatric disabilities ordinarily are long-term and 
require long-term rehabilitative interventions, and 
because recovery from psychiatric illness is nonlinear, 
involving relapse, and often includes residual symp- 
toms, the tasks of treatment and rehabilitation are 
not sequential and segmented, but inevitably and 
inextricably intertwined. 

The need to address the division between the fields 
of psychiatric practice (diagnosis and treatment) and 
psychosocial rehabilitation essentially rests on a simple, 
clinical logic. Patients served by professionals in both 
camps are afflicted with disorders that are acute and 
intermittent, often with residual symptoms, and often 
severely disabling. 17,18 The integrated, comprehensive 
treatment of individuals with such disorders requires 
connecting treatment and rehabilitation models to best 
serve their needs. Also, recovery from the devastating 
consequences of an acute illness, even if a person is suc- 
cessfully treated and no longer experiences severe symp- 
toms, is best supported by psychosocial interventions. 

A Strategy 

and Roles for Psychiatrists 

We use the case study of a community mental health 
center to describe an overall strategy and to illustrate 
specific roles for psychiatrists in the integration of psy- 
chiatric treatment and rehabilitation. 

The Connecticut Mental Health Center is an urban, 
state-owned community mental health center located 



in a medium-sized city. It is operated through a profes- 
sional service contract with a university, which provides 
the senior management and clinical leadership. It is the 
lead agency for 13 affiliated, community-based, psy- 
chosocial rehabilitation agencies which receive the 
majority of their revenue from the Connecticut 
Department of Mental Health and Addiction Services. 
The Center and its affiliates make up a system that 
annually serves approximately 3,000 disadvantaged 
persons with serious illness and disabilities. It provides 
a full spectrum of hospital and ambulatory treatments, 
including assertive outreach and innovative engage- 
ment programs for its target population. While the 
clinical teams of the Center are interdisciplinary and 
the Center has a rehabilitation department (tradition- 
ally concentrated on the inpatient service), few rehabil- 
itation specialists and programs exist within the Center 
itself. Therefore, to coordinate rehabilitation services 
for the target population, the Center depends on its 
role as the lead agency for the 13 affiliated, psychosocial 
rehabilitation agencies mentioned above. These agen- 
cies provide a spectrum of rehabilitative services includ- 
ing a clubhouse program, psychosocial rehabilitation, 
social skills training, cognitive re-mediation, vocational 
rehabilitation, family services, clinically supported resi- 
dential services, and some neighborhood-based clinical 
services. These treatment and rehabilitative services 
promote active participation by the recipient of service 
and are supported by several consumer-led activities, 
including advisory groups, a relapse prevention pro- 
gram, and supported socialization. 

Roles for Psychiatrists: 

The following sections identify five key roles for psychi- 
atrists in the integration of psychiatric treatment and 
rehabilitation, illustrated by specific case examples from 
the Center. They include: (1) Strategic Planning; (2) 
Policy and Program Development; (3) Education; (4) 
Services Research; (3) Provision of Integrated Treat- 
ment; and (6) Advocacy. 

/. Strategic Planning 

Given the latent ideological and professional conflicts 
between the Center and its affiliated rehabilitation 
agencies, as well as the competition for the limited, 
general fund dollars budgeted by the state to support 
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both treatment services owned and operated by the 
state and private, nonprofit rehabilitation programs, 
the Center defines the task of integration as a strategic 
priority and incorporates it in various iterations into its 
annual strategic planning and performance improve- 
ment goals. The Medical Director plays a lead role in 
placing this issue in front of the organization. 

The Centers strategic interest in integration builds 
on the intellectual directions of our predecessors at the 
Center for the past twenty years. Several community 
support initiatives, including responsibility as the lead 
agency for the mental health service system in 1988, 
also support this interest. 19,20 The main significance of 
this long-term perspective on developing solutions to 
the task of integration is that it takes time and the com- 
mitment of senior leadership. 

To support the strategic goals of the Center regard- 
ing the integration of treatment and rehabilitation ser- 
vices, the Medical Director has structured her office to 
address the tasks outlined below. The Office of the 
Medical Director of the Center is responsible for 
supervising not only medical programs, including 
the integration of services for mental and addictive 
disorders, but also risk management, continuous 
quality improvement, and the integration of psychi- 
atric treatments with rehabilitative interventions. 
The Medical Director has created Associate Medical 
Directors in each of the areas just mentioned, 
including an Associate Director of Psychiatric Reha- 
bilitation. This physician is responsible for medical 
services that support rehabilitative interventions, 
educational programs on rehabilitation for other 
medical staff, services research and other scholarly 
initiatives related to psychiatric rehabilitation, and 
integrative tasks. In this way, form follows function 
insofar as the structure of the office of the Medical 
Director follows the strategic goals and tasks of the 
Center, of which the Medical Director is a senior offi- 
cer. 

2 . Policy and Program Development 

An overarching task has been to develop a conceptual 
model of care to support our integrative initiatives and 
to make the clinical work for psychiatrists and other 
clinicians meaningful in a comprehensive system of ser- 
vices. We believe a new model is necessary for two rea- 



o 




sons. First, we need to move beyond the medical 
model, even if it is broadly conceived as biopsy- 
chosocial, as it does not account adequately for 
recovery. Secondly, the recovery model, while also 
inherently biopsychosocial, does not adequately 
address the complexity of clinical roles and post- 
pones integration of the disabled person into society 
until rehabilitation is complete. An optimal model 
ought to embrace everything that is important in the 
task of caring comprehensively for seriously ill 
individuals. 

In this regard, professional leaders at the Center have 
proposed a “life-context model” arising from semi- 
nal studies on recovery carried out in the 1980s and 
1990s. 9 ’ 21 This new model builds on a biopsycho social 
model and attempts the next step in the evolution of a 
theoretical approach to comprehensive patient care by 
taking a person’s ongoing life as the unifying frame- 
work for multiple dimensions related to disorder, 
health, and recovery. It is important to note that 
appreciation of the “person” as the basic theoretical 
construct within the life context model does not pre- 
clude simultaneous appreciation of common, unifying 
psychological or psychosocial structures, including 
diagnostic criteria for disorders, in people’s lives. We 
believe the life-context model holds potential for 
supporting the integration of both psychiatric diag- 
nosis and treatment with psychosocial rehabilitation 
of the type we are striving to achieve. 

Consistent with another report, 22 the Center has 
completed the development of an agreement with our 
rehabilitation colleagues regarding treatment principles 
and a team approach to care that includes both treat- 
ment and rehabilitation. 23 A document entitled “Prin- 
ciples of Care and Standards of Operation” articulates a 
foundation for creating an integrated approach to care 
that encompasses both treatment and rehabilitation ser- 
vices. 24 In addition, this document is based on a life- 
context model. 9 While the document is a cornerstone 
for implementing the Centers integration strategy, we 
do not view it as a finished product in addressing the 
questions that confront our collaborations. Rather, we 
consider it a work in progress that reflects the current 
status of our relationships to community-based rehabil- 
itative colleagues. One example of a limitation is that 
clinicians are defined as a broad, generic category, 
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reflecting the prevailing attitude in the rehabilitation 
community. Other ongoing tasks of development 
include need for a refined definition of the role of 
each clinical professional on the interdisciplinary 
team, which should lead to a greater appreciation by 
rehabilitation colleagues of the essential role of each 
team member. 

In defining psychiatric roles in relation to the legiti- 
mate roles of other professionals on the interdiscipli- 
nary team, psychiatrists are taking a crucial step in the 
definition of their own work. This process builds on 
previous efforts to conceptualize psychiatric roles and 
work related to both treatment and rehabilitation, as 
well as to social control, and humanistic tasks . 25,26 
With regard to psychosocial rehabilitation, medical 
tasks for our purposes include comprehensive treat- 
ment planning, responsibility for psychopharmaco- 
logic treatment that supports cognitive functioning 
and adaptation, risk management, continuous qual- 
ity improvement, and specific, rehabilitative inter- 
ventions such as cognitive remediation or cognitive 
therapy. 

3. Education of the Medical and Professional Staff 

We have embarked on a series of in-service, educational 
seminars on psychosocial rehabilitation aimed at psy- 
chiatrists and residents as well as other mental health 
professionals at the Center. These seminars are based 
on best practices and recent evidence for psychosocial 
rehabilitation . 27 ** 33 The recommendations of the 
recently published Patient Outcomes Research Team 
(PORT) for the treatment of schizophrenia 5 and related 
materials regarding recurrent, major depression also 
inform these seminars. The seminars incorporate the 
life-context model to provide a comprehensive 
framework for thinking about psychiatric care. 
Throughout, we define and demonstrate the variety 
of roles that psychiatrists can play for the purpose of 
integration. Finally, we teach specific skills such as 
how to develop comprehensive, integrated plans of care 
in everyday practice by reviewing individual cases. 

A cornerstone of the education program for medical 
staff is a review of the evidence for rehabilitative inter- 
ventions. Evidence of the efficacy of psychosocial rehar 
bilitation is necessary not only to assure the effective- 
ness of these costly interventions but also to address 



skepticism among those who do not know of recent 
developments in the clinical science of rehabilitative 
interventions. Evidence of effectiveness exists in several 
domains of psychosocial rehabilitation . 27-33 Review of 
health services research on psychosocial rehabilitation 
interventions provides a solid foundation for discus- 
sions between treatment professionals and rehabilita- 
tion professionals that is based on data instead of 
ideology. 

Medical staff have also contributed to collaboratively 
organized, clinical case conferences held in locations 
outside the walls of our Center to search for common 
language and shared recognition of the needs of 
severely ill persons with disabilities, particularly those 
with comorbid disorders. These conferences not only 
have the potential to enhance the care of the sick and 
disabled individuals under discussion, they also serve 
the purpose of considering system deficiencies in inte- 
gration that are conspicuous in many of the presenta- 
tions. In the process of discussing cases, the participat- 
ing professionals, including psychiatrists, clarify and 
explain their roles and contributions to care. As such, 
these conferences provide an approach to interdiscipli- 
nary team building and professional role definition. 

4. Services Research and Implementation of Findings 

Psychiatrists at the Center serve as investigators in 
behavioral services research on psychosocial rehabilita- 
tion to assess the efficacy of these interventions. Some 
projects are innovative in design, such as a new relapse- 
prevention strategy based on peer-led, supported social- 
ization. Other possible projects include a study of 
treatment compliance in rehabilitation settings and a 
study of primary medical care provided in a psychoso- 
cial rehabilitation setting. [Davidson et al, personal 
communication] 

One innovative project aptly illustrates roles for psy- 
chiatrists. This research tests the contribution of a cog- 
nitive re- mediation program to vocational rehabilita- 
tion . 34,35 The project combines an evaluation of 
cognitive functioning along with cognitive training 
in support of a place-and-train, vocational program. 
While the research design tests the efficacy of cogni- 
tive re-mediation during vocational rehabilitation, a 
psychiatrist plays a key role in three areas: complet- 
ing the diagnostic assessment; creating comprehen- 
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sive treatment plans, including the choice of the best 
timing for the vocational intervention; and assuring 
that patients receive cognitive-enhancing, pharma- 
cologic treatments, if indicated* 

Building on evidence from our own mental health 
services research and the findings of other researchers 
about treatment and recovery, we also contribute to 
policy development for the state Department of Mental 
Health and Addiction Services (DMHAS). In support 
of the office of the Medical Director of DMHAS, our 
medical staff plays a role in the development of medica- 
tion algorithms for severely ill, disabled patients 
enrolled in psychosocial rehabilitation programs 
financed by the state. 36 Our Director of Clinical Ser- 
vices, in collaboration with the Medical Director of 
DMHAS, is developing recommendations based on a 
community survey regarding the adjustment and recov- 
ery of patients discharged into the community. More 
recently, several members of our staff have contributed 
concepts about best practices, including the integration 
of treatment and rehabilitation for persons with schizo- 
phrenia, the desirability of evidence -based interven- 
tions, and other basic concepts to a Governors Blue 
Ribbon Commission that establishes policy goals that 
will guide care for the next several years in our state. 

5 . Promoting Integration Through Service Provision 
To support the Centers strategic goal of collaboration 
and integration, the Medical Director has assigned psy- 
chiatrists to provide treatment in locations that move 
them beyond traditional office-based care. The sites 
include a psychosocial clubhouse, a homeless shelter, 
and congregate or supported independent residences. 
Off-site assignment enhances the availability of the 
treating psychiatrists to recipients of care outside of 
the clinic’s walls and in settings where recovery 
models, rather than clinical models, predominate* 
The physicians participate in an interdisciplinary team 
approach to care, which is used in each of these set- 
tings. Virtually every aspect of the experience, includ- 
ing unscheduled visits, more informal clinical relation- 
ships, conspicuous rehabilitative needs, and the 
dynamics of relationships among the members of the 
team, poses a challenge to and ultimately fosters modi- 
fication of narrowly conceived psychiatric roles. This 
promotes the process of team building, which ulti- 



mately improves the level of care provided by promot- 
ing integration at the level of the individual as well as 
the system. 

An inevitable by-product of team building is a 
greater understanding by staff of the specialization of 
each team member who cares for an individual. Psychi- 
atrists, while learning about the contributions of others, 
demonstrate their roles through discussion of treat- 
ments, playing an active role in risk management, man- 
aging and participating in quality improvement, and 
formulating comprehensive plans of care, including 
both treatment and psychosocial rehabilitation. Even- 
tually, when the discussions between treatment pro- 
fessionals at the Center and rehabilitation profes- 
sionals in the community turn formally to the topic 
of professional roles of team members, the ground- 
work will have been laid for assertions about the 
specialization of psychiatry within the team* 

6 Joint Advocacy 

We have pursued alliances with rehabilitation col- 
leagues to advocate for expanded rehabilitation services 
and increased integration. This has occurred through 
a local alliance, which has advocated both at the 
state level for joint clinical programs such as resi- 
dential placements for recovering persons and 
mobile outreach services and at the federal level for 
supported housing* Generally, the administrative and 
medical leaders of the Center pursue this task as part of 
participation in a long-standing, statewide planning 
process for service integration. The time spent in joint 
planning and the relationships established in the 
alliance contribute to the dialogue between the realms 
of treatment and rehabilitation. 

Conclusions 

At present, managed care is the leading paradigm of 
health service delivery, both in the private and public 
sectors. In its formative years during the early 1980s, 
managed care entrepreneurs borrowed wholesale con- 
cepts and clinical program strategies from community 
psychiatry. 37 With managed care now in transition 
again, with growing evidence of the efficacy of commu- 
nity-based psychosocial rehabilitation, and with the 
recent publication of convincing recommendations 
about best practices for the seriously mentally ill, we 
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believe the challenge of integrating treatment and psy- 
chosocial rehabilitation is reemerging as a central task 
for psychiatry. 

In our case study of an urban community mental 
health center, we have tried to illustrate how psychia- 
trists can renew their commitment to better integration 



of the theory and practice of psychiatric treatment with 
psychosocial rehabilitation. We have described six key 
roles that psychiatrists can play in this endeavor, which 
can foster our sense of professional identity in this era, 

and enhance the level of care for the seriously ill. 
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Questions Based On This Lesson 



To earn CE credits , answer the following questions on your quiz response form . 



1. The need for integration of psychiatric treat- 
ment and rehabilitation is underscored by the 
concepts outlined in the: 

A. Americans with Disabilities ACT of 1990. 

B. The Surgeon Generals Report on Mental Health 
of 1999. 

C. The Patient Outcomes Research Team (PORT) 
studies. 

D. All of the above 



2. Rehabilitation for patients with serious mental 
disorders is best carried out: 



A. When symptoms have been stable for a period of 
six months. 




B. 



After full remission of psychotic symptoms is 
achieved. 



C. In conjunction with treatment of active symptoms. 

D. When symptoms have been stable for over a year. 



3. A “life-context model” of conceptualizing psy- 
chiatric disorders implies that: 

A. Physicians should not play an active role in 
assessing quality of life issues. 

B. Improvement of psychiatric symptoms and 
functional impairments can take place in multiple 
spheres over varying time courses. 

C. Psychiatric symptoms are not related to biologic 
abnormalities. 

D. Psychiatric symptoms should be treated as separate 
from other contexts of a patients life. 

4. Managed care companies are becoming more 

interested in psychiatric rehabilitation because: 

A. There is evidence that psychosocial rehabilitation 
can decrease morbidity and increase levels of 
function among patients with psychiatric disorders. 

B. Rehabilitation services are less costly than medical 
treatment. 



C. There have been no advances in the pharmacologic 
treatment of psychiatric disorders in recent years. 



D. Rehabilitation is more effective than all other 
psychosocial interventions. 




For more information about Hatherleigh, look up our website at www.hatherleigh.com , or give us a call at 800-367-2550. 
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Introduction 

Alcohol is arguably the most used and abused drug in the United States. While most people manage to use alcohol 
safely without incurring significant harm, 1 in 10 American adults has significant problems related to their use of 
alcohol. 1 This lesson will show that alcohol use and abuse are of particular concern among people with acquired dis- 
abilities and that rehabilitation professionals should, therefore, become more knowledgeable about these issues. 
Rates of preinjury alcohol problems are particularly high among persons with traumatic injuries, including traumatic 
brain injury (TBI) 2 and spinal cord injury (SCI). 3 Therefore, TBI and SCI will be used as examples of disabling 
conditions in which alcohol-related problems play a significant role. The links between alcohol problems and these 
two forms of acquired disability will be described in terms of the prevalence and effects on outcome. The lesson will 
describe the major ways alcohol problems are conceptualized and how common beliefs about alcoholism may inter- 
fere with potential interventions. Practical strategies for screening and intervening in alcohol-related problems will 
be discussed. The lesson will show that rehabilitation professionals are in a good position to identify and provide 
brief interventions for clients with alcohol-related problems. 
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The Prevalence 

of Alcohol Problems Among 

Persons With TBI and SCI 

Corrigan 2 reviewed the literature on alcohol and TBI 
and found that the prevalence of pre-injury alcohol 
abuse or dependence ranged from l6%-66%. The 
most rigorous studies and those conducted in rehabili- 
tation settings produced the highest prevalence rates, 
between 44% and 66%. Persons with SCI also report 
greater than average preinjury alcohol consumption, 
and 35%-49% report a history of significant alcohol 
problems. 4 

Another indication of alcohol-related problems 
among people with TBI or SCI is alcohol intoxication 
(blood alcohol level greater than 100 mg/dL) at the 
time of injury. Among patients with TBI, Corrigan 2 
found that rates of alcohol intoxication ranged from 
36% to 51% among the seven studies he reviewed. 
Alcohol intoxication rates for SCI reported in the liter- 
ature are 40% 5 and 36% 6 

Longitudinal surveys of alcohol use and alcohol 
problems among persons with TBI and SCI show that 
drinking declines during the months immediately fol- 
lowing injury, followed by increased drinking during 
the first and second years after injury. 5,7 Drinking prob- 
lems after injury typically represent a continuation of 
preinjury problems, though there appears to be a small 
percentage of persons with TBI and SCI who develop 
alcohol problems for the first time following their 
injury. 8,9 Cross-sectional data suggest that alcohol con- 
sumption after TBI and SCI may be somewhat higher 
than in the general population. 10,11 However, rates of 
alcohol abuse may be particularly high among selected 
groups such as vocational rehabilitation patients, 12 
those in post-acute rehabilitation programs, 13 and 
among veterans with SCI. 14 

Taken together, these studies provide considerable 
support for the idea that a history of alcohol problems 
is common among people who sustain an SCI or TBI. 
Rates of lifetime alcohol abuse or dependence 
approach 50% while current dependence at the time 
of injury is nearly 25%, or 3 to 6 times higher than 
in the general population. Males are at higher risk 
than females. Drinking declines soon after injury, but 
increases over time, probably as the person resumes 
greater independence. There is little known about who 



resumes drinking, why, or when. People in post-acute 
and vocational rehabilitation settings may have espe- 
cially high rates of alcohol abuse, possibly because alco- 
hol problems interfere with achievement of community 
integration goals and necessitate additional psychoso- 
cial services. 

The Effect of Alcohol-Related 
Factors on Outcome 

A preinjury pattern of chronic alcohol abuse or depen- 
dence is predictive of numerous negative outcomes 
after TBI and SCI. Preinjury alcohol abuse is associated 
with increased risk of mortality and more severe brain 
lesions. 2 Patients with a history of alcohol abuse 
demonstrate poorer neuropsychological test perfor- 
mance one month and one year post injury. 15 Those 
with a history of alcohol problems are at higher risk for 
emotional and behavioral problems, axe less likely to 
successfully integrate back into the community, and are 
at higher risk for recurrent TBI. 2 Since many of these 
studies were not able to completely control for poten- 
tial confounding factors, the precise role alcohol plays 
in poorer outcomes merits further study. 15 Persons with 
SCI who had comorbid alcohol problems were found 
to spend less time in productive activities such as reha- 
bilitation therapies 16 and have higher rates of suicide. 17 

Studies of the effects of alcohol intoxication on neu- 
rological outcomes provide mixed results. Some studies 
have shown that alcohol intoxication at the time of TBI 
is associated with poorer short-term outcomes such as 
longer length of coma, a longer period of agitation, 2 
and greater cognitive impairment one to two months 
post injury. 18 Other studies of persons with TBI have 
found no relationship between blood alcohol level and 
neurological outcome. 19 These conflicting data may 
derive from the fact that, on a physiological level, alco- 
hol may have both neuropro tec five and neurotoxic 
effects following acute TBI. 20 On the other hand, both 
animal 21 and human studies 6 suggest that alcohol 
intoxication may be associated with more severe SCI. 

It is widely suspected that even moderate alcohol 
consumption after TBI may dampen neurological 
recovery and magnify cognitive impairments. 13 Yet 
there is surprisingly litde empirical research in this area. 
Clearly, alcoholism can cause cognitive impairment, 
including permanent brain damage. 22 Cognitive 
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impairment also can develop in heavy “social drinkers” 
and the effects are roughly dose-dependent. 23 There is 
speculation that, by interfering with the reestablish- 
ment of dendritic connections among surviving neu- 
rons, alcohol may inhibit neurological recovery. 2 The 
only study of brain functioning influenced by drinking 
after TBI found that event-related potentials are more 
impaired among persons with TBI who also abused 
alcohol compared with persons who only had a TBI or 
only abused alcohol. 24 Additional support for the idea 
that TBI magnifies the acute neurocognitive effects of 
alcohol comes from self-reports of increased sensitivity 
to alcohol 25 and the finding that alcohol intoxication 
and TBI produce similar neuropsychological impair- 
ments. 26 

Regarding persons with SCI, Krause 27 speculates that 
return to drinking may interfere with health mainte- 
nance behaviors secondary to impaired judgment, coor- 
dination, and memory. Curiously, people with prein- 
jury alcohol problems who abstained from alcohol after 

injury have been found to have increased risk for devel- 

* 28 
oping pressure sores. 

The relevant literature suggests that alcohol intoxica- 
tion at the time of injury is most likely to affect early 
indicators of cognitive function, but that with time and 
physical recovery the influence of intoxication on cog- 
nitive functioning diminishes. The effect of preinjury 
alcohol abuse on post-injury outcomes is the most well 
established finding. However, even this relationship 
remains controversial due to the potential confounding 
effects of numerous variables, including education level 
and preinjury socioeconomic status as well as post- 
injury drinking. Extremely little is known about the 
harm associated with alcohol use or abuse that occurs 
after TBI or SCI. The limited data, however, suggest 
that drinking may interfere with recovery and increase 
risk of reinjury. 29 

Historical Perspective 
on Alcoholism 

Alcoholism can be conceptualized in categorical 
terms as a disease, or as a continuum of alcohol- 
related problems. The prevailing disease model is rep- 
resented by the Diagnostic and Statistical Manual of 
Mental Disorders , fourth edition (DSM-IV) 30 definition 
of alcohol dependence. The disease model views alco- 



holics as qualitatively different from normal persons. 
That is, persons with alcoholism are thought to have a 
medical or psychological defect resulting in behaviors 
such as excessive consumption. Disease-model alco- 
holism is believed to be progressive and can only be 
put in remission through abstinence. Nonalcoholics 
are assumed to have no such defect and to experience 
no adverse consequences from alcohol. 

Contemporary theory and research on alcoholism 
are moving away from the strict disease model toward a 
continuum model, which holds that alcohol-related 
problems occur along a spectrum of severity. 1 The 
movement away from conceptualizing alcoholism cate- 
gorically as a disease follows an historical pattern simi- 
lar to that of other medical conditions: 

The historical record also suggests that treatment for 
any problem tends to originate as a result of attention 
being drawn to severe cases. Initially, treatment con- 
sists of applying to these cases the existing remedies that 
are available when the problem is first recognized. As 
time passes, however, it becomes increasingly clear that 
(a) cases other than severe cases exist and (b) other 
methods can be used to deal with them . . . Thus, it is 
not surprising to find the same progression in the treat- 
ment of persons with alcohol problems. 31 (pg. 59, ital- 
ics added). 

The Institute of Medicine (IOM) report, “Broaden- 
ing the Base of Treatment for Alcohol Problems,” 31 was 
an important milestone in progress away from a strict 
disease model. The IOM report explicitly adopted the 
terminology “alcohol problems” to look at the issue 
from a broad public health perspective. The IOM 
report emphasizes that prototypical alcoholics represent 
a minority of Americans with alcohol problems. A large 
proportion of Americans consumes hazardous amounts 
of alcohol and incurs significant harm from alcohol use 
without meeting criteria for alcohol dependence. It is 
estimated that persons with less severe alcohol problems 
outnumber people with severe alcoholism by a ratio of 
4:1. 32 The DSM-IV also recognizes gradations of alco- 
holism other than dependence through the diagnosis of 
alcohol abuse. 30 The modal “alcoholic” whom rehabili- 
tation professionals will encounter is someone with 
mild-to-moderate problems with alcohol. 

Second, the IOM model emphasizes that there are 
no clear boundaries between normal use and abuse 
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of alcohol or between alcohol abuse and depen- 
dence. Consumption and problems seem to exist along 
a continuum. Therefore, it makes little sense to create 
the false dichotomy the word disease tends to imply. 
Third, rather than a universal downward course, con- 
sumption and the degree of alcohol-related problems 
vary significantly over the lifetime of the average person 
with alcoholism. 33 Moreover, the majority of changes 
that occur in drinking patterns and problems are prob- 
ably not attributable to treatment. 34 

The Disease Model: 

Common Assumptions 

In addition to these broad conceptual differences, there 
are other assumptions attributed to the disease model 
that deserve examination. These common assumptions 
appear to conflict with the contemporary literature on 
addictive behaviors and potentially interfere with inno- 
vations in clinical care. 

First, there is the belief that clients must acknowl- 
edge that they have an alcohol problem before any 
intervention can begin. Research suggests that 
requiring a client to admit that he or she is an alco- 
holic is not only unnecessary for therapeutic 
change, but may actually generate resistance. 35 In 
contrast, a nonjudgmental attitude on the pan of the 
therapist and avoiding labels are thought to facilitate 

greater motivation to change and more valid self- 

35 

report. 

Next, there is the belief that not wanting profes- 
sional help is a sign of “denial.” Yet most people 
with addictive behaviors or other psychological 
problems do not seek professional help . 36 Our 

research has shown that, while most people with TBI or 
SCI and alcohol problems do not want treatment, most 
do want to change their use of alcohol. 4,37 The term 
“denial” unnecessarily pathologizes and blames the 
client for a condition that most people seem to have, 
minimizing their problems and preferring to change on 
their own. 

Two corollary beliefs are that denial is a personality 
trait of alcoholics and that denial must be confronted. 
Numerous studies have failed to find differences 
between alcoholics and nonalcoholics on measures of 
denial. 35 Rather, denial has been shown to be an inter- 
personal phenomenon. 38 Therapist behaviors seem to 




influence denial more than client personality traits. 
A consistent finding in the literature is that thera- 
pist confrontation increases client resistive behav- 
iors, while empathic listening decreases resistance . 35 

Confrontational therapist behaviors are also associated 
with negative outcomes in the longer term. Higher lev- 
els of confrontational therapist behaviors predicted 
greater alcohol consumption among clients one year 
after treatment. 38 

Another widely held belief is that specialized 
treatment is always necessary to address alcohol 
problems. Instead, the research literature suggests there 
are many routes to recovery and that only a little help 
may go a long way among persons with milder alcohol 
problems. For example, a review of at least 44 con- 
trolled studies showed that brief interventions of one to 
three sessions produced significant change and were 
often as effective as more intensive treatment. 39 In fact, 
there is more evidence for the efficacy of brief interven- 
tions than any other substance abuse treatment modal- 
ity. 40 People with mild alcohol problems also may bene- 
fit significantly from following a self-help guide. 41 
Studies of persons with alcoholism show that the 
majority of those who recovered (77%) did so on their 
own, without treatment, professional help, or even 
Alcoholics Anonymous. 34 

Finally, there is the belief that lifetime abstinence 
is the only acceptable goal. There is little question 
that lifetime abstinence is the best option for many 
persons with alcohol problems. However, there are 
also good reasons to support moderate drinking 
when this is the person’s clear preference. Having 
clients set their own treatment goals is thought to be 
more therapeutic than prescribing goals; requiring a 
commitment to abstinence at the outset may unneces- 
sarily exclude individuals who could make other mean- 
ingful changes in their drinking. 42 Many clients who 
initially refuse abstinence will reconsider it after a trial 
of moderate drinking fails. 43 

In summary, common assumptions associated 
with the disease model may not be applicable to all 
persons with alcohol problems. The picture that 
emerges from the recent research literature is one in 
which alcohol-related problems are more treatable and 
have more in common with other psychological disor- 
ders. In fact, one way to improve how we address alco- 
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hol-related problems is to provide less intensive inter- 
ventions to more people, and to do so in the context of 
the rehabilitation setting. The following section 
describes efficient ways to identify rehabilitation clients 
with alcohol problems and promote positive change in 
their drinking habits. 

Screening 

for Alcohol Problems 

A number of authors have argued that universal alco- 
holism screening is needed to address the underlying 
cause of nearly half of the traumatic injuries in the 
United States. 44 Systematic screening forms the foun- 
dation for any effective intervention. Without univer- 
sal screening, alcohol problems are under-recognized 
and may undermine the rehabilitation process. 45 
Screening can be conducted with little investment of 
time by clinical or nonclinical staff. However, federal 
law requires special protection for information related 
to alcohol and drug abuse and these data should not be 
released without appropriate informed consent. 46 

Some clinicians may be reluctant to institute alcohol 
screening and assessment procedures because they are 
doubtful that the results will be valid. Yet, reviews of 
the literature have concluded that persons with alcohol 
problems generally provide reliable and valid reports if 
proper measures and procedures are used. 47 To maxi- 
mize the validity of self-repons, interviews should be 
conducted in clinical settings when the subject is alco- 
hol free and given reassurances of confidentiality. Alco- 
hol screening measures should be imbedded within the 
context of a larger battery of health- related assessments 
and emphasis should be placed on alcohol use as one of 
several behavioral risk factors that might have an 
impact on health or rehabilitation outcomes. Adjunc- 
tive biomedical data such as blood alcohol levels or liver 
function tests can enhance validity, partly as a “bogus 
pipeline.” Any alcohol-related assessments should be 
conducted in a nonjudgmental fashion, avoiding terms 
such as “alcoholism” or similar labels. 

There are a number of brief screening measures 
that have been found to be reliable and valid indica- 
tors of significant alcohol-related problems. One 
valid tool for identifying people with alcohol depen- 
dence is the CAGE questionnaire. 48 The CAGE 
acronym stands for four questions: Have you ever felt 



you should CUT down on your drinking? Have you 
ever felt ANNOYED by someone criticizing your 
drinking? Have you ever felt bad or GUILTY about 
your drinking? Have you ever had a drink first thing in 
the morning to steady your nerves or to get rid of a 
hangover (EYE OPENER)? Each affirmative response 
is scored one and a total score of two or greater is con- 
sidered clinically significant. The CAGE has been used 
extensively in medical settings and requires less than 
one minute to administer The CAGE has documented 
internal consistency and criterion-related validity with 
sensitivity and specificity ranging from 60%-95% and 
40%-95%, respectively. 47 Simple questions about typi- 
cal of quantity and frequency of alcohol use can com- 
plement the CAGE to distinguish people with current 
abuse or dependence from those who are in remission. 

Another recommended measure is the Alcohol 
Use Disorders Identification Test (AUDIT). The 
AUDIT was developed by the World Health Organi- 
zation to promote early identification of problem 
drinking in primary care medical settings. 45 The 
AUDIT consists of ten items: three questions on alco- 
hol consumption, four questions on alcohol-related life 
problems, and three questions on alcohol dependence 
symptoms. A cut-off score of eight is recommended. 49 
The AUDIT requires two minutes to administer and 
approximately 1 minute to score. Reported sensitivities 
have typically been above 90% with specificity in the 
80%-90% range. 49 

Advice and Brief Interventions 

Once persons with alcohol problems are identified, 
what can rehabilitation professionals reasonably do to 
influence drinking? In the previous sections it was 
emphasized that while for some people alcoholism is a 
chronic progressive condition requiring specialized 
treatment, for others, probably the majority of problem 
drinkers, change is possible. Moreover, the research 
literature suggests that there is considerable hope 
that nonspecialists may have a significant impact on 
drinking behavior through advice, brief interven- 
tions, or by facilitating referrals to substance abuse 
specialists. Therefore, this last section contains 
strategies that counselors from a variety of back- 
grounds can learn to use with little time investment. 
These strategies will not help every person, but if used 
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systematically, will likely help a substantial proportion 
of persons with alcohol problems. 

Advice: 

Giving at-risk clients brief advice to abstain or reduce 
drinking is possible for any rehabilitation professional 
who works with these client populations. Numerous 
controlled studies in medical settings have shown 
that brief physician advice results in significant, 
lasting decreases in drinking. 47 For example, a 
recent study showed that two 10—15 minute interac- 
tions with a primary care physician resulted in a 
40% reduction in alcohol consumption among 
problem drinkers who were measured one year after 
treatment. 50 Advice may be more effective when it is 
combined with self-help materials or personalized feed- 
back and information about the adverse health effects 
of alcohol. 47 Several self-help guides are available, 51,52 
including one written specifically for persons with 
TBI 53 An excellent resource for giving advice has been 
developed for primary care physicians and can be 
obtained from the National Institute on Alcohol Abuse 
and Alcoholism (http//silk.nih.gov/silk/niaaal /publica- 
tion/physician. htm). 

Effective advice begins with broaching the subject of 
alcohol and screening for excessive alcohol consump- 
tion and alcohol-related problems as described above. 
The next step is to convey concern based on what is 
considered sensible or normal drinking. For example, 
“You are reporting drinking that is more than normal 
social drinking. Normal social drinking for men is con- 
sidered to be no more than 2 drinks per day or a maxi- 
mum of 14 drinks per week (for women, 1 and 7 
drinks, respectively).” Inform the client of the health 
risks associated with drinking that exceeds this amount, 
such as increased probability of liver disease, cardiovas- 
cular disease such as stroke, cognitive impairment, pan- 
creatic disease, and accidental injuries. Clearly recom- 
mend a menu of change options: “I recommend to all 
my clients who drink more than normal that they 
either abstain, cut down, or seek treatment.” For 
clients who report symptoms of dependence such as 
tolerance, compulsion to drink, inability to stop, or 
drinking to avoid withdrawal, you may want to recom- 
mend only abstinence or treatment. Decide on a plan 
and monitor progress. Ask the client if he or she is 



ready to make any of these changes. If the client is 
ready, formulate a concrete plan of action. Attempt to 
make any treatment referrals before the client leaves. 
Agree to monitor progress on this issue along with any 
other plans being made. If the client is not ready, ask if 
he or she would be willing to seek more information, 
for example by seeing a specialist for a more detailed 
assessment of drinking. 

Brief Interventions: 

Brief interventions are for the clinician who has more 
time and interest in promoting change in alcohol use. 
Brief interventions have been used in a variety of set- 
tings, both as a stand-alone treatment and a means of 
enhancing the effects of subsequent treatment 54 Brief 
interventions typically last anywhere from one to four 
sessions. The most widely known model of brief 
interventions is motivational interviewing. 35 Moti- 
vational interviewing relies heavily on Rogerian 
principles of empathic listening, unconditional pos- 
itive regard and belief in the inherent power of per- 
sons to change. 35 The therapist primarily uses open- 
ended questions followed by various forms of reflective 
listening and summaries designed to elicit reasons to 
change from the client. While the therapist avoids con- 
fronting the client, the goal of therapy is for the client 
to realize, on his or her own, that excessive drinking 
and associated problems are not consistent with their 
core values and aspirations. Detailed training manu- 
als 35,55 and workshops (see www.motivationalinterview- 
ing.org ) are available for clinicians to learn motiva- 
tional interviewing. Motivational interviewing stra- 
tegies have been adapted to use with a wide range of 
clients in a number of different settings 35,56 including 
persons with brain injury. 57 The Ohio Valley Center for 
Brain Injury Prevention and Rehabilitation (www.ohio- 
vallcy.org ) has published education and training mate- 
rials specifically for persons who want to use motiva- 
tional interviewing strategies to help clients with TBI. 
A recent randomized controlled study conducted with 
hospitalized trauma patients showed that a single moti- 
vational interviewing session resulted in almost a 50% 
reduction in drinking and a 50% reduction in readmis- 
sions for trauma one year after initial treatment. 58 

The effective elements of brief interventions have 
been summarized by the acronym FRAMES (See 
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Table l). 39 These key elements are Feedback , 
Responsibility, Advice, Menu of options. Empathy 
and Self efficacy. Typically, based on results of an 
assessment, the client is provided with personally rele- 
vant feedback that includes the impairment or risks 
associated with past and future drinking. The therapist 
emphasizes the clients personal responsibility for 
change, provides clear advice to make a change in 
drinking, and gives a menu of alternative strategies for 
changing problem drinking. This information is pro- 
vided with empathy and understanding, not confronta- 
tion, to reinforce the client s hope, self- efficacy, or opti- 
mism. 

Motivational interviewing dovetails with recent 
research on client stages of change. The transtheoretical 
stages of change model is an empirically based model 
that characterizes motivation to change as a spiral con- 
tinuum from precontemplation (not considering 



change), through contemplation (ambivalent about 
change), determination (getting ready for change), 
action (making behavioral changes), and maintenance 
(see Table 2). 36 The model postulates that client stage 
of change can help predict outcomes and that matching 
therapist strategies to the clients stage of change can 
improve outcomes (see Table 3). 

For example, the therapeutic goal for precontempla- 
tors is to raise their awareness, not challenge them to 
change. The motivational interviewing therapist is 
trained to use open-ended questions, reflective listen- 
ing, and affirmations in response to resistance; to pro- 
vide personally relevant information; and to subdy raise 
doubts in the clients mind about whether he or she is 
truly satisfied with the current pattern of alcohol use. 
Research suggests that moving a client from precon- 
templation into contemplation increases by 50% the 
chance of changing behavior over the next year. 36 

The therapist helps contemplators 
resolve ambivalence by exploring the pros 
and cons of their alcohol use, eliciting 
reasons for change, and highlighting dis- 
crepancies between life goals and the con- 
sequences of drinking. The therapist 
avoids taking sides, but rather helps these 
individuals weigh reasons for changing 
against reasons for not changing. On the 
other hand, when patients are in the 
action phase, the motivational interview- 
ing therapist activity can be directed at 
consolidating reasons for change, select- 
ing among various change strategies, 
devising a detailed change plan, and 
building on the patient’s prior change 
attempts. For persons in the maintenance 
phase, interventions can focus on helping 
prevent or minimize the effects of relapse. 



f Table I 

EFFECTIVE INGREDIENTS OF BRIEF 
INTERVENTIONS (FRAMES) 

Feedback 

• Structured assessment of the personal costs and benefits of 
changing or not changing 

• Ask about the "good things" then the "less good things" 

Responsibility 

• “It's up to you, no one can change for you" 

• Implicitly empowers the client 

Advice 

• Ask permission to give advice 

• Suggest some behavior change 



Menu 



Giving clients choice enhances commitment 

Offer alternative goals (e.g., stop, cut down, or no change) 

Offer alternative strategies (e.g., treatment, AA, self-change) 



Empathy 

• Clarify and amplify the client's experience 

• Avoid imposing your own views 



Self-efficacy 

• Reinforce hope and optimism about the clients ability to change 

• Reframe past failures as successive approximations of the goal 



(adapted from Miller and Rollnick, 1 99 1) 35 






Facilitating Referrals 

In many cases the rehabilitation profes- 
sional may decide to focus on simply 
referring at-risk persons to outside spe- 
cialists, whether it is for formal treat- 
ment, further evaluation, or perhaps to 
attend Alcoholics Anonymous meetings. 
However, convincing clients to follow 
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through with a referral is no easy endeavor. Tradition- 
ally, adherence to referrals has been quite poor, around 
1 0% — 14% in some studies. 47 Fortunately, a science is 
developing around how to improve adherence to refer- 
rals. To improve referrals, counselors can use many of 
the same strategies described under giving advice and 
brief interventions. The overarching goal is to collabo- 
rate with the client as an equal partner in the process of 
exploring options and making decisions. 

To begin with, the counselor can summarize the 
potential risks (e.g., health, recovery, rehabilitation 
funding) that may be associated with ongoing at-risk 
drinking. Feedback should be conveyed in a support- 
ive, nonjudgmental manner, avoiding using terms such 
as alcoholic” or “alcoholism.” Adopt the neutrality of a 
consultant by stating that (e.g., “The data suggest . . .” 
or “People with your pattern of results typically . . .”) 
Next, check with the client regarding understanding 
and opinions about the feedback. Attempt to find 
common ground and agreement before considering 
advice. Questions such as “What concerns you most 
about these data?” can help identify key reasons for 
change. Ask for permission before offering advice and 
reemphasize the clients freedom of choice (e.g., “No 
one can make you change or do it for you.). Whatever 
you do is up to you.” Normalize ambivalence and 
uncertainty. Offer the client more than one option 
and include not changing as one possible choice. Have 
prepared concrete ways of responding to common 
choices, such as the phone numbers of intake workers 
in some local treatment programs (see SAMHSA web 
page treatment center locator; www.samhsa.gov) , 
booklets on the place and time of local AA, Rational 
Recovery, or Moderation Management meetings, web 
addresses of alcohol self-help groups (e.g., www. moder- 
ation. org) , and handouts on how to try to change 
drinking on one’s own (see NIAAA web page 
www.niaaa.nih.g ov). If possible, help clients take 
action, for example by making phone calls to establish 
direct contact with referral sources and set up appoint- 
ments. Helping people seek help is not “enabling.” If 
the client chooses no change or if resistance increases 
around trying to make a referral, reflect their ambiva- 
lence, demonstrate respect for the choice of doing 
nothing for now, and ask for permission to bring up 
the subject at a later date. Some clients respond to the 



idea of self-monitoring their drinking for a while and 
perhaps defining what they think is a “safe” drinking 
range that they should not exceed. Subsequently, if they 
exceed this level the counselor has an opportunity to 
revisit the question of whether any other change is indi- 
cated. 

In referring clients for specialized substance abuse 
treatment, the question arises, “What treatments or 
treatment programs are best for people with disabili- 
ties?” Unfortunately, the demand for substance abuse 
treatment in the United States far exceeds the supply. 
Moreover, there is frequently little reliable information 
available on a given treatment program and less on the 
ability of programs effectively to serve people with dis- 
abilities. Initially, referrals may need to be made almost 
without guidance. Later, the counselor will get feed- 

f Table 2 ''N 

TRANSTHEORETICAL STAGES 
OF CHANGE 



Precontemplation 

• Unaware or underaware of problems and not 
considering change 

• More surprised than defensive 

Contemplation 

• Some awareness of problem 

• Ambivalent, weigh pros/cons of change 

Determination 

• Thoughts and feelings reflect readiness, but do not 
guarantee actions will be made 

• Action likely to be made within a few months 

Action 

• Does something to initiate change 

• First behavioral signs of change 



Maintenance 

• Actions to sustain change are needed 

• May require strategies that are different from 
initiation of change 

Relapse 

• Avoid imposing your own views 

• Resumption of problem behavior is normal, but may 
trigger demoralization 

• Preparing for relapse is helpful 



(adapted from Prochaska, DiClemente & Norcross, I992) 36 
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back from clients about which programs are most effec- 
tive and accommodating. 

Many believe that AA is not effective for persons 
withTBI. 13 However, it can be difficult to find treat- 
ment programs in the community that offer something 
else, 59 and AA, used in conjunction with professional 
counseling, does seem to be effective. 60 Whenever 
clients are interested in using AA, it seems prudent 
to encourage this type of self-help in conjunction 
with professional counseling. To this end, the 
National Head Injury Foundation 13 rewrote the 12 
steps in more concrete terms and produced a model 
educational letter to introduce AA sponsors to the spe- 
cial issues among persons with alcoholism and TBI. 13 

Since many programs rely heavily on group-based 
psycho educational treatment, some thought should be 
given to the question of whether the client has the cog- 
nitive capabilities to learn in that environment. It may 
be useful to adopt an advocacy role and help the client 
request specific accommodations such as less group- 



based treatment, more individual counseling, written 
information to reinforce key points, and help clarifying 
some of the more abstract concepts. 

Case Example: 

The alcohol screen (AUDIT) was imbedded into a 
larger battery of tests. Emphasize clients control and 
responsibility at the outset. The italicized type is a sam- 
ple of counselor notations . 

The alcohol screen (AUDIT) was imbedded into a 
larger battery of tests. Emphasis client’s control 
and responsibility at the outset. 

Counselor: So y Mr. Smith — thanks for completing 
the questionnaires I gave you last week. I want to 
talk with you about the results over the next couple 
of times we meet. (Discuss one or more other topics 
first) . . . Next, I want to give you feedback from 
your answers to the questions about alcohol. As I 
told you before , it is my job to give you 
feedback about your answers. It is your job 
to decide if you have any concerns or want 
to make changes . I wont tell you what to 
do. 

Client: Yeah , I thought you were going to 
bring this up — what does this have to do 
with getting back to work , anyway ? 

The client is pretty defensive, probably 
in precontemplation, I’d better go slow 
and “roll with resistance.” The most I 
could do today is to have him entertain 
the idea alcohol may be harming him. I 
can use reflection that exaggerates his 
point a little. 

Counselor: So it really doesn’t make any 
sense to talk about alcohol when you are 
here to get back to work. 

Client : Well » if I were an alcoholic it 
would make sense , but Im no alcoholic. 

The client is concerned about labels; I’d 
better validate his concerns. 



Table 3 > 

SELECTED STAGE-BASED THERAPEUTIC 
STRATEGIES 



Precontemplators 

• Give feedback in matter-of-fact manner 

• Reflect, even exaggerate resistive statements 

• Emphasize the client’s personal responsibility and freedom 
of choice 

• Clarify the consequences of the clients behavior in a 
nonjudgmental manner 

• Avoid argumentation; when you begin to argue, change 
strategies or discontinue 

• When resistance is generated, cut losses and revisit the issues 
at another time 

Contemplators 

• Elicit the client’s primary incentives for change 

• Have the client reflect on the good things and less good things 
about his or her behavior 

• Don't take sides; instead, reflect 

• Give advice tentatively, (e.g., ask for the client’s permission first) 

• Give menu of options, have the client choose from possible 
goals and strategies 

• Emphasize the client’s responsibility and freedom 

• Boost self-efficacy (e.g., by reframing past failures as successive 
approximations) 

(adapted from Miller Rollnick, 1 992) 55 

V J 



Volume 12 



Directions in Rehabilitation Counseling 



Lesson 2 



Counselor: You are saying that if you had big prob- 
lems with alcohol it would make sense to discuss it, 
but not unless there were major problems. 

Client: Right. 

Side with the client s impression that he has no 
problems and focus on the data. 

Counselor: So this might go pretty quickly. If you 
don't have any concerns about your drinking after 
we review your answers > we can just move on. 

Client: Okay. 

Counselor: Lets look at your answers then. . . 

Focus on the positive, on the absence of pathol- 
ogy, to build trust and minimize the likelihood 
that the clients prediction that you will blame 
and label him. 

Counselor: On the first measure , you reported you 
drink only about 2—3 times per week, clearly not 
every day, or not even most days. 

Client: Right . . . mostly weekends, Friday and 
Saturday nights. 

Counselor: It also looks like you never have trou- 
ble stopping drinking and are actually very respon - 
sible about your alcohol use. I mean that you have 
never failed to do what was expected of you because 
of your drinking. 

Client: Right, I am a darned good worker. My 
drinking has never stopped me from putting in a 
good days work. I show up even when lam feel- 
ing pretty rough from the night before. 

Pass up the inclination to point out that the 
client admitted getting drunk. Summarize all 
the good points. 

Counselor: So you drink only a few times per week, 
you can stop when you want to, you never drink in 
the morning, and alcohol has never gotten in the 
way of doing a good job at work. Does that seem 
about right to you? 

Client: Yeah. 



Giving additional feedback 

Counselor: Now you said that when you do drink 
you have about 5—6 drinks. 

Client: Right. 

Counselor: That would mean you typically have 
somewhere between 10—18 drinks per week, a bit 
more than 50% of American males who consume 
about 4 drinks per week or less. How does that fit 
with your impression ? 

Client: All right, I guess. 

Counselor : You also said that at some point someone 
was concerned about your drinking or suggested you 
stop or cut down. 

Client: Oh, that doctor who took care of me after 
the car crash said he didrit want me to drink, but I 
tried drinking again after a while and it didn't seem 
to hurt anything. 

Counselor: So nothing disastrous has happened. 
What was your doctor concerned about, anyway ? 

Client: Something to do with my head injury, I 
guess. 

I’d better reflect back the client s unconcern and 
find out what he knows before giving informa- 
tion. 

Counselor: It sounds like you are not really that 
concerned about how alcohol use could affect your 
brain injury recovery. Tell me what you know about 
how alcohol can affect your recovery 

Client: Nothing, I guess — I just thought something 
really bad would happen and it never did. 

Ask permission before giving information. 

Counselor: Remember, I am not going to tell you 
what to do, but do you want any information about 
how alcohol can affect recovery from brain injury? 

Client: Sure, I guess . . . 

(see Appendix 1 for information on alcohol and 
brain injury) Explain in matter-of-fact terms. 
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Use impersonal language such as “Research sug- 
gests that brain injury recovery can continue for 
more than two years and that people can 
improve their chances of maximal recovery by 
abstaining from alcohol . . 

Counselor: What do you think about what 
I said? 

Client: I didn't know alcohol could hurt my recov- 
ery. But I feel fine and still haven't had anything 
bad happen. 

End with a balanced summary. Don’t ask, 
“What do you want to do?” This assumes that 
the client wants to make some sort of behavioral 
change. Reflect, reflect, and summarize. 
Reemphasize the clients control and tie back to 
his key values. 

Counselor: So, on one hand, you can control your 
drinking and you have not noticed anything terrible 
happening as a result of drinking since your brain 
injury. On the other hand, you drink a bit more 
than average, still have potential for more brain 
injury recovery and you acknowledge the possibility 
that drinking could affect recovery. Its really up to 
you to decide if drinking is important enough to risk 
having less recovery. That comes down to a persons 
values. No one can make that decision for you . . . 
Where does this leave you? 

Client: Im not sure. 

End the discussion before the client feels pres- 
sured to change now and gets defensive. He’s at 



least contemplating the possibility his drinking 
may not be 100% safe. Reinforce any positive 
expressions of concern he has made. 

Counselor: Well, you have been very open-minded 
today, listening to feedback and information. You 
seem content with your drinking now, with no real 
reasons to change. Should we move on to another 
subject and talk about this more the next time we 
meet? 

Client: Okay. 

Conclusion 

One way to provide better alcohol- related services for 
persons with disabilities is by improving access to effec- 
tive treatment. Rehabilitation professionals can pro- 
mote access to treatment by bringing empirically based 
alcohol screening and brief interventions into the med- 
ical, vocational, rehabilitation and independent living 
settings in which people with disabilities are usually 
seen. Rehabilitation professionals can take several prac- 
tical and relatively brief steps to promote better out- 
comes in the area of substance abuse. We can raise 
awareness of the issue by advocating for universal 
screening for alcohol problems in our rehabilitation 
programs. We can become more familiar with current 
thinking in the area of addictive behavior and help dis- 
pel myths among our colleagues regarding these prob- 
lems. We can learn brief counseling techniques 
designed to facilitate self-change or improve the proba- 
bility of successful referral into treatment. By taking 
these steps we can help make treatment of substance 
abuse problems a routine part of comprehensive reha- 
bilitation services. 
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Alcohol and brain injury recovery 

• Recovery from brain injury continues for at least 1-2 years after injury. 

• Alcohol seems to slow or stop brain injury recovery, possibly by interfering with 
neurons making new connections with each other. 

• Not drinking is one way to give the brain the best chance to heal. 

Alcohol, brain injury, and seizures 

• Traumatic brain injury puts survivors at risk for developing seizures (epilepsy). 

• Alcohol lowers the seizure threshold and may trigger seizures. 

• Not drinking can reduce the risk of developing post-traumatic seizures. 

Alcohol and the risk of having another brain injury 

• After one brain injury, survivors are at higher risk (3 to 8 times higher) of having 
another brain injury. 

• Drinking alcohol puts survivors at even higher risk for having a second brain injury. 

• Not drinking can reduce the risk of having another brain injury. 

Alcohol and mental functioning 

• Alcohol and brain injury have similar effects on memory, mental speed, balance 
and thinking. 

• Alcohol seems to magnify the negative effects of brain injury. 

• Alcohol may affect brain injury survivors more than it did before the injury. 

• The negative mental effects of alcohol can last from days to weeks after drinking stops. 

• Not drinking is one way to maximize your mental abilities. 

Alcohol and sex 

• Alcohol reduces testosterone production in males. 

• Alcohol reduces sexual desire in men and women. 

• Alcohol reduces sexual performance in men (erection and ejaculation). 

• Alcohol reduces sexual satisfaction in men and women. 

• Abstinence from alcohol improves sexual ability and sexual activity in men and women. 
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Questions Based On This Lesson 



To earn CE credits, answer the following questions on your quiz response form . 



5. The rate of lifetime alcohol abuse or depen- 
dence among persons with TBI or SCI is about: 

A. 10% 

B. 25% 

C. 50% 

D. 75% 



7. Which of the following is an acronym for an 
alcohol screening measure? 

A. FRAMES 

B. DRINK 

C. AUDIT 

D. SMASHED 




6. In order to reduce clients denial and resistance 
about their alcohol problems, the counselor 
should: 

A. Confront the client with the facts of their drinking 
problems. 

B. Use empathic listening. 

C. Advise the client to attend AA 

D. Work on having the client accept that they are an 
alcoholic. 



8. All of the following statements about advice and 

brief interventions are correct, except: 

A. They are never as effective as longer forms of treat- 
ment. 

B. People who are not alcoholism specialists can learn 
to use them. 

C. They can influence drinking one year after the 
intervention. 

D. They can be tailored to the clients stage of change. 



For more information about Hatherleigh, look up our website at wunv.hatberleigb.com , or give us a call at 800-367-2550. 
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Recent Developments in 
Genetic Testing and the 
Rehabilitation Counselor 



Joseph E. Havranek, EdD, CRC 



Dr. Havranek is an Associate Professor of Rehabilitation Counseling, Bowling Green State 

University at Bowling Green, OH. 



Introduction 

Rehabilitation counseling services have expanded beyond the traditional issues of employment for adults with 
disabilities to include the needs and concerns of pediatric and geriatric populations. As a result, genetic counseling 
has become even more important to the rehabilitation counselor because of the various roles a rehabilitation 
counselor may have to fill as an educator, member of a support network, advocate, and technical advisor. This 
lesson will review genetic issues, including genetic testing and genetic discrimination, then apply those issues to reha- 
bilitation counseling practice. Genetic testing technologies may soon be both cost-effective and available for a wide 
range of hereditary diseases. In many countries, screening for hereditary disease is promoted as a cost-effective way to 
identify individuals who are at risk for such diseases. This allows health services to be targeted toward individuals 
who are most likely to benefit from early intervention. 1 Due to the dramatic impact of increased knowledge of hered- 
itary diseases, identification of genetic processes, and development of DNA-based diagnostic tests during the past 20 
years, programs for genetic screening and counseling have become widespread. 2 

The scope of genetically-based disorders can be appreciated when one considers the following: (1) approximately 
4000 inherited genetic disorders have been identified and affect l%-3% of pregnancies; (2) due to medical advances 
in the treatment and prevention of other diseases, about 40% of childhood mortality and 5%— 1 0% of all pediatric 
| hospital admissions are due to genetic disorders; and (3) advances in diagnostic measures are dramatically expanding 

the potential for genetic screening and prenatal diagnosis. 3,4 Pembrey 3 contains an excellent and insightful overview 
of the genetic process. 

o 
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The Human Genome Initiative (HGI) is the result 
of new diagnostic procedures and treatments for genet- 
ically-based disorders. The human genome is the collec- 
tion of human chromosomes in which all human genes 
are found . 5 The HGI began in 1988 and is funded 
by the National Institutes of Health and the Depart- 
ment of Energy. Project goals include identifying 
all of the more than 100,000 genes in human DNA, 
determining the sequence of the more than three 
billion chemical base parts that make up human 
DNA, storing this information in databases, devel- 
oping tools to analyze this data, and addressing the 
ethical, legal and social issues that may arise from 
this project. 5 

It should be noted that some people are concerned 
about the potentially negative social consequences of 
genetic profiling and oppose HGI. They fear that the 
resulting information will be used to discriminate 
against people with undesirable genetic backgrounds 
and deprive people of their civil liberties, especially in 
the areas of insurance and employment . 6 These con- 
cerns are partially being addressed by putting in place 
certain restraints programmatic on biomedical and 
clinical research, which may result in some valuable 
subject areas not being explored . 7,8,4 Among these 
restraints are safeguarding the privacy of individuals 
and groups; limiting potential misuses of genetic 
data in workplaces, schools and courtroom; and 
mediating the impact of genetic research on the con- 
cepts of humanity and personal responsibility. 

Gostin 5 has noted that the benefits of HGI on 
genetic research include greater coordination, funding, 
and targeting of research, which may greatly accelerate 
the completion of the genetic map. The number of 
chromosomal markers identified will be so large that 
the time required for a research group to locate a spe- 
cific gene will be reduced many- fold. The diagnosis of a 
number of diseases has already been affected by recent 
advances in genetic testing. These include cystic fibro- 
sis, sickle cell disease, the thalassemias, Fragile-X syn- 
drome, Duchennes muscular dystrophy, hemophilia, 
Huntingtons disease, retinoplasty, neurofibromatosis, 
and adult polycystic kidney disease . 9,5,3 The identifica- 
tion of the gene structures involved in each of these and 
other diseases, and the new technologies involved in 
this research, may lead to the development of effective 
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therapeutic and prophylactic measures while simultane- 
ously aiding in the discovery of new analytic and tech- 
nological tools. These new technologies will also find 
myriad applications in industry . 9 

Genetic Counseling 

Genetic counseling has been defined as “a communica- 
tion process which deals with the human problems 
associated with the occurrence, or the risk of occur- 
rence, of a genetic disorder in a family.” 7> p ' 27 The goals 
of genetic counseling include the following : 4 

• Helping clients understand the medical facts 
regarding the disorder, including its diagnosis, 
probable cause, and avenues of management. 

• Determining the contribution of heredity to 
the development of the disorder and risks for 
other family members. 

• Choosing and implementing the most appro- 
priate course(s) of action in light of risks, 
resources, and family goals. 

• Malang the best possible adjustments to a 
disorder in an affected family member 

• Reducing the risk of recurrence . 

Thus, genetic counseling addresses human problems 
associated with a genetic disorder, not just the disorder 
itself. Therefore, the goals of genetic counseling can be 
summarized as helping the client learn, understand, 
choose appropriate courses of action, and cope 4 with 
unexpected circumstances . 10 

Genetic counseling is most often provided by physi- 
cians who specialize in genetic disorders (i.e., medical 
geneticists) or by counselors who have an academic 
background in genetics (including rehabilitation coun- 
selors in programs accredited to provide comprehensive 
assessment and referral evaluation [CORE] training), as 
well as genetic counselors . 4 

The enormous increase in knowledge of the 
human genome and the potential for intervention in 
genetic disorders has had a variety of effects. For 
example, it has inspired some to construct a family 
history, which may reveal potential risks and allow 
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the parents to make an informed choice about con- 
ceiving. It has resulted in others being able to iden- 
tify the presence of a genetic disorder and, after 
learning about the effects of that disorder, being 
faced with the painful decision of aborting the 
affected fetus or carrying it to term . 1 1 Genetic testing 
has also resulted in a number of challenges for the indi- 
vidual contemplating reproduction, including deciding 
whether or when to procreate, and with whom and by 
what means; the legal, social and governmental con- 
texts in which reproductive freedom does or does not 
take place; how many children to have; what character- 
istics to choose for one’s children (sex, size, health sta- 
tus); and whether to proceed with a high-risk preg- 
nancy. The sharing of control and responsibility 
between the individual and society will also be a focus; 
as Brock stated “The more difficult issue is the extent 
to which the broader society can legitimately claim 
a role in such decisions.” 11,1x46 

Many primary care physicians use the basic informa- 
tion developed in case histories to create a family 
genogram to identify potential risks. 12 This process is 
reinforced by the recent development of cost-effective 
genetic testing technologies. Currently, genetic testing 
is carried out in primary care settings only under the 
following circumstances: when there is an obvious 
underlying disease; when the family histories demon- 
strate a potential for rare conditions with grave morbid- 
ity and/or mortality; and as part of a limited screening 
process in prenatal and obstetric care. 

Such screening may alter the routine practice of pri- 
mary care physicians, who must follow formal policies 
and procedures to ensure the secure handling of genet- 
ics testing records. McCrary &C Allen 12 have recom- 
mended the following office practices: (1) educating 
the office staff about the nature of such testing; (2) lim- 
iting the number or type of staff members who have 
access to genetic test results (including access to com- 
puter records); (3) segregating genetic test results from 
other medical records, if feasible; and (4) personally 
verifying the patients written permission to release 
information regarding genetic test results. 

Although primary care practitioners and prenatal 
care specialists will soon have access to the screening 
devices to assess the risk for some genetic diseases, they 
currently face a shortage of counselors trained to 



address genetic issues. Thus, it is reasonable to expect 
physicians, or even the clients themselves, to seek the 
advice of rehabilitationists. To ensure their ability to 
provide general counseling, as well as to know when to 
refer a client to a genetics counselor, rehabilitationists 
must become familiar with genetic counseling tech- 
niques and risk assessment strategies. 

Genetic Testing: 

Purposes and Procedures 

The overall purpose of genetic testing is to facilitate 
informed decision making about reproduction. Accoid- 
ing to Pembrey the objectives of prenatal testing are to 
give potential parents information to make the best 
choices for themselves. The goals of prenatal testing can 
be summarized as follows: 3 

• It allows the widest possible range of informed 
choice to women and their partners at risk of 
having a child with a genetic disorder 

• It reassures clients and reduce the level of anxi- 
ety associated with reproduction 

• It allows couples at risk to start a family, know- 
ing that (if they wish) they may avoid the birth 
of seriously affected children through the termi- 
nation of an affected pregnancy 

• It prepares a couple that wishes to know in 
advance whether their child is affected for any 
possible outcome (should they decided to con- 
tinue the pregnancy) and to make sure appro- 
priate treatment begins as soon as possible. 

Most of the general public and members of at- 
risk groups express very favorable attitudes toward 
and interest in being tested; however, their expressed 
interest does not necessarily translate into the uti- 
lization of services . 2 

Amniocentesis is currently the primary means of 
prenatal screening. Indications for undergoing amnio- 
centesis include a maternal age greater than 35 years; a 
family history of a genetic disorder or inborn biochem- 
ical disorder; membership in a high-risk population; 
one parent being a known carrier of a genetic disorder; 
and abnormal levels of maternal serum alpha fetopro- 
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tein, which indicates an increased risk for a chromoso- 
mal or neural tube disorder. 2 It should be noted that 
concerns regarding amniocentesis are based on both the 
results of testing and the stress-provoking effect of the 
procedure itself. 2 Additional genetic tests include DNA 
analysis for mothers who are known carriers of a genetic 
disorder. A pre-implantation diagnosis can be made 
using in vitro DNA testing of fertilized embryos; after 
testing, only those embryos that are free of known 
genetic disorders are reimplanted. This procedure can 
be used when abortion is not an option. However, it 
costs $8,000 or more and is only available at a few 
genetic testing centers in the United States. 10 

Recent advances in prenatal testing, which can be 
used to identify individuals in an at-risk population 
who have a genetic disorder, may resolve problems of 
uncertainty for potential parents. Variables associated 
with the decision to use prenatal diagnostic procedures 
include willingness to abort, family approval of abor- 
tion, no foreseeable fetal viability, the need to reduce 
uncertainty, perceived severity of the disorder, previous 
experience with a child possessing a genetic disorder, 
the woman’s age, precounseling reproductive plans, the 
desire to have children, and the level of genetic risk. 13 
However, test results may also cause ethical and per- 
sonal dilemmas 4 which are often based on the potential 
severity of the genetic disorder. These dilemmas may be 
mitigated by genetic counseling; however, the coun- 
selor must keep in mind the wide variation in severity 
of genetic disorders and that the severity of a given dis- 
order can vary and severity is, at least in part, a product 
of each individual’s perspective. 4 

Prenatal diagnosis can only be understood within the 
context of the emotional state of the prospective par- 
ents, which is influenced by stress, ambivalence, 
changes in self and body images, emotional instability, 
and changes in thinking processes. 4 The counselor 
must help the client understand that although research 
has shown that significant increases in short-term psy- 
chological distress frequently occur in light of such 
diagnoses and decision-making dilemmas, there is little 
evidence that the diagnosis and decision-making 
process increases distress over the long term (i.e., 6 
months after testing). 4 



Counseling Issues 

A primary challenge to the justification of genetic 
counseling is the lack of evidence that the provision of 
prenatal genetic information significantly influences 
parental behavior. 2,4 Indeed, most studies conclude 
that genetic counseling does not result in dramatic 
changes in reproductive behavior and that the pre- 
counseling intentions of the parents comprise the 
best predictor of postcounseling reproductive deci- 
sions . 4 Moreover, when faced with a medical deci- 
sion, many clients prefer to relinquish decision- 
making control to a professional . 13 Such a 
preference can be viewed as an exercise in self-deter- 
mination rather than giving up control, particularly 
if the client has sufficient information and the 
capacity to make such decisions. 

Four therapeutic topics of special importance for 
clients were identified by Kessler: 14 pursuing hope, 
acquiring information, constructing meaning, and 
acquiring new coping skills. Conversely, psychological 
themes in genetic testing include the observation that 
risk information produces greater distress among indi- 
viduals who were previously unaware of their risk sta- 
tus, the desire to reduce uncertainty, and goal conflict 
(i.e., their wish to receive good news). 2 Indeed, a 1995 
genetic counseling follow-up study reported that after 
genetic counseling, clients perceived increased personal 
control, which resulted in more problem -focused and 
less emotion-focused coping styles. 15 

One of the main purposes of genetic counseling is to 
help clients select from among available options. Ratio- 
nal decision-making models are inappropriate and/or 
insufficient for clients facing these issues. 4 These fami- 
lies need help in terms of identifying and using genetic 
services, obtaining appropriate counseling, and gaining 
support to come to terms with making a decision that 
is right for them. 3 Decisions in genetic counseling are 
based on two different issues: 4 (1) whether to seek a 
prenatal diagnosis, and (2) how to use the information 
gained through a prenatal diagnosis (i.e., whether to 
continue a pregnancy with an affected fetus). A deci- 
sion to seek information is not a decision to terminate 
pregnancy, even if such information reveals a genetic 
disorder. It is critically important that the counselor 



O \ 

ERJC 




Recent Developments in Genetic Testing and the Rehabilitation Counselor 



Havranek 



identify the decision making process in the family. 
Counselors generally favor providing clients with a 
clear and balanced presentation of issues and informa- 
tion, which allows the client to decide; however, many 
clients do not welcome this approach. 13 In one study, 
42% of the clients wanted to know what the counselor 
thought was the right decision. 4 

Common misperceptions of genetic disorders 
include that they are all permanent, irreversible, or 
chronic; family linked, stigmatizing, and capable of 
evoking strong unpleasant emotions (e.g., fear, pity, 
and guilt for passing on a genetic disorder). 4 There- 
fore, prior to testing, genetic counselors must iden- 
tify ways in which newly acquired genetic informa- 
tion will affect the lives of clients — psychologically, 
socially, and economically. Constructive results 
from genetic counseling may lead to changes in self- 
image, psychological status, and social stigmatiza- 
tion. 2 Given that birth defects are increasingly seen as 
avoidable, 4 the prospects for successful counseling is 
enhanced. 

When test results show that the fetus is abnormal, 
the possibility of choosing an abortion must be 
addressed. This can be an especially difficult decision 
and one that is hard to cope with, especially over the 
short term. This issue must be examined carefully in 
light of the cultural and spiritual values of the family. 4 

Genetic Discrimination 

As the ability to test for and detect genetic disorders 
increases, so does the potential for discrimination. 

Gostin 5 has noted that prejudice, alienation, and 
exclusion often accompany genetic disorders, even 
though the conditions are neither the result of will- 
ful behavior nor subject to the client’s control. It 
must be emphasized that testing for a genetic 
marker does not establish the onset date, nature, 
severity, course of the disease, or efficacy of treat- 
ment. 5 Additionally, the reliability and predictabil- 
ity of genetic tests are limited by the extent of 
knowledge about genetic disorders. 

Early in the process of identifying and dealing with 
genetic knowledge, activities were primarily aimed at 
improving the gene pool in order to increase what were 
perceived as positive characteristics and decease nega- 



tive genetic material. This practice was evident in the 
late 19th and early 20th centuries. It was manifest in 
Germany, where the term eugenics originated. 

Eugenics was defined by Galton as: 

The science of improving the stock, which is by 
no means confined to questions of judicious 
mating, but which especially in the case of man, 
takes cognizance of all the influences that tend 
in however remote a degree to give the more 
suitable races or strains of blood a better chance 
of prevailing speedily over the less suitable than 
they otherwise would have had. 16 p 24 ~ 25 

An interest in eugenics was also evident in the 
United States, where, by 1937, 32 states had passed 
sterilization laws aimed at those with disabilities, espe- 
cially mental retardation. 8 

Reported cases of genetic discrimination have gener- 
ally not been about real cost or safety concerns; rather, 
they related to misconceptions and mythologies about 
disabilities. 5 These, in turn, are affected by the individ- 
uals cultural heritage and degree of acculturation. For 
example, in traditional Chinese culture a defect may be 
perceived as the result of a detrimental act by a relative, 
performed perhaps years before the child’s birth. 17 
Information about hereditary diseases can be highly 
beneficial for clients, especially information regarding 
prevention, diet, treatment, lifestyle, and reproductive 
changes. 5 Likewise, attitudes that foster genetic dis- 
crimination (whether based on misconceptions or per- 
ceived extent of disability) are harmful to individuals, 
public programs, and society; ultimately, they discount 
the potential contributions of a significant segment of 
the work force. 

The current American legal system protects indi- 
viduals with disabilities at three levels: (1) the fed- 
eral Americans with Disabilities Act of 1990 
(ADA) 18 and other federal disability rights legisla- 
tion; (2) state laws outlawing discrimination; and, 
(3) local ordinances that further reinforce federal 
and state initiatives. The ADA protects not only 
individuals with disabilities, but also those per- 
ceived to have a disability. The ADA protects those 
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who may be subject to discrimination based on their 
own, or their potential offsprings, genetic composi- 
tion. 5 It also protects job applicants from medical 
inquiries made by a prospective employer before a job 
offer is made. Pre-employment inquiries can only be 
made as they relate to ability of the applicant to per- 
form the essential functions of a specific job. Inquiries 
regarding an individuals genetic history are illegal. In 
addition, the Civil Rights Act of 1964 (Title VII) 19 bars 
discrimination based on race and gender, an important 
issue because genetic testing often disproportionately 
impacts vulnerable classes. 5 

Research to date has shown that very few employers 
are using genetic information in any area. 8 However, 
market research has revealed genetic testing in the U.S. 
is a burgeoning business with annual sales expected to 
be several hundred million dollars in the year 2000. 5 As 
more effective, cost-effective, and efficient means of 
testing are developed, the potential for abuse will grow. 
With increasing costs of health, life and disability- 
related insurance, employers and insurers could use 
screening devices to exclude those with potential for 
having an expensive claim. Gostin has also pointed out 
that genomic information could become available to 
employers, insurers, educators, police, and others who 
might not have the skill to understand or correctly 
serve individuals with a propensity to disability 
(whether perceived or actual). 5 Thus, issues that should 
be determined before undergoing testing include the 
following: whether tests results will be available to other 
parties, particularly potential or current employers and 
insurance agencies; the status of testing results with 
respect to health, life, and disability coverage, i.e., 
whether genetic disorders would exempt an applicant 
from coverage as a pre-existing disorder; and whether 
insurers will scale back all benefits for certain condi- 
tions, including genetically-based disorders. 12 The 
ADA will prevent insurers from using insurance under- 
writing techniques as a screen for discriminatory pur- 
poses. Gostin stated the potential ills that might be 
derived from genetic screening in this way: 

By excluding qualified individuals from educa- 
tion, employment, government service or insur- 
ance, the marketplace is robbed of skills, energy 
and imagination... If fear of discrimination 
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deters people from genetic diagnosis and prog- 
nosis, renders them less willing to confide in 
physicians and genetic counselors, and makes 
them more concerned with loss of a job or 
insurance than with care and treatment, the 
benefits of genetic data collection will not be 
fully achieved . 5 p * 112-113 

Individual 

Counseling Procedures 

Early diagnosis, whether by amniocentesis or other 
tests, enables individuals to seek genetic counseling and 
thus make informed decisions about possible courses of 
action. 20 In helping families come to informed deci- 
sions, the options of prenatal diagnosis, pre-implanta- 
tion diagnosis, adoption, and egg and sperm donor 
programs should be reviewed. Counseling can aid cou- 
ples in coping with decisions and come to a solution 
that is right for them. 3 However, couples are not the 
only parties who may be affected; the needs and desires 
of children, siblings, and parents must also be consid- 
ered. 2 ’ 10 

The identification of a genetic disorder can cause a 
variety of reactions, including the following: 

• Shock, denial, grief, guilt, anger, disappoint- 
ment, low self-esteem, and disruption of family 
dynamics and marital relationships. 10 

• Potential mother s feelings of external pressure 
to undergo an abortion . 4 

• Bonding to the pregnancy in hopes that it will 
turn out without complications . 10 

• Increased difficulty in decision-making . 13 

Additionally, for women who present with emo- 
tional or neurocognitive deficits, issues of shyness, 
social anxiety, paranoia, and mood lability need to be 
assessed. Appreciating a client s prior knowledge, expe- 
riences, personal attitudes, expectations, apprehensions, 
and personal philosophy about genetic counseling can 
provide insight into how to approach counseling. 10 
“Explaining complex medical and genetic information 
in a manageable and meaningful way is a challenge that 
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demands time, consideration, and practice.” 10 ’ p * 273 For 
those with a poor self-concept, the fear of doctors, the 
fear of being labeled, and the fear of stigmatization 
should be explored . 4 Through emotional support and 
understanding expressed by the counselor, the clients 
anger, guilt, or disappointment can be resolved . 10 

An issue that has received considerable attention , 4,13 
concerns the type of counseling to be provided. Non- 
prescriptive (or nondirective) counseling, has been gen- 
erally employed as a means of enhancing a clients self- 
esteem. No np rescrip tive counseling constructs the 
counselor as an information-provider. In nonprescrip- 
tive counseling, the counselor assumes a somewhat pas- 
sive and neutral role. Prescriptive (or directive) counsel- 
ing, on the other hand, presents the counselor as a 
facilitator of decision making. In this role, the coun- 
selor is balanced, reasonable and sensitive to the client’s 
needs and understanding, but not neutral to the degree 
that he or she helps the client by sharing values and 
resources intended to enhance the ultimate outcome of 
the shared decision-making process. The counselor 
must carefully examine her or his own ethics regarding 
many of the issues surrounding genetic decision mak- 
ing. The counselor must also come to terms with and 
accept the client’s decision when it runs counter to the 
counselors own moral standards. 

Expanded Roles of 
Rehabilitation Counselors 

Several additional roles related to genetic counseling 
have been identified for rehabilitation counselors. 
These include educator, support person, and advocate. 
This author proposes an additional role: technical 

advisor. 

Rehabilitation Counselor as Educator: 

Education has been identified as prerequisite to the 
provision of genetic services, for both the general public 
and professionals . 3,13 With regard to education, the 
rehabilitation counselor can assist in several activities. 
First, the rehabilitation counselor can provide informa- 
tion on the genetic process and explain both procedures 
and results in ways that are meaningful to the client . 3,10 
Specific tasks include providing information regarding 
diagnosis and prognosis ; 10 medical procedures (testing, 



family planning options, etc .); 4 the need for a referral 
for more formal genetic counseling; advice on prenatal 
care; and assistance in preparation for parenting and 
related issues . 7,10 

Rehabilitation Counselor 
as Member of Support Network: 

In the supportive role, rehabilitation counselors may 
perform a variety of services, including assisting fami- 
lies in identifying and addressing underlying psychoso- 
cial issues as they relate to genetic concerns ; referring 
families to support groups or organizing support 
groups for women and their significant others; assisting 
the client in making a decision and providing support- 
ive follow-up; helping the client understand and deal 
with the reactions of other family members, ; establish- 
ing contact with someone who has had a similar experi- 
ence to provide peer counseling ); and placing support- 
ive phone calls to family members and others identified 
by the client . 4,10 

Rehabilitation Counselor as Advocate: 

In the role of advocate, the rehabilitation counselor 
may become involved with issues about discrimination, 
e.g., in areas of employment and insurance, as well as 
social discrimination . 8 Potential activities include edu- 
cating employers and insurers about the client’s legal 
protection and accommodations required for persons 
with disabilities; providing information to clients about 
their legal rights and to various ethics boards concerned 
with the practices and methods involved in genetic test- 
ing and counseling . 8 

Rehabilitation Counselor 
as Technical Advisor: 

Finally, the rehabilitation counselor can assist the client 
by providing technical assistance. Technical assistance 
in genetic counseling issues can involve developing a 
Life Care Plan (LCP ); 21 the Life Care Plan provides 
an organized framework of services, recommenda- 
tions, and requirements for long-term disability 
management, unique to the individual, that takes 
into account the rehabilitation needs of a person 
with a disability in all facets of life . 21 The LCP can 
be used to identify potential services and costs that may 
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be required for the child and family, as well as resources 
to secure such services. The LCP can also serve as a 
basis for planning such services so that no foreseeable 
lapse in the provision of services will occur. 



Ethical Issues 

The provision of genetic information can serve an indi- 
vidual who either has a genetic disorder, or is a poten- 
tial carrier of such a disorders, in helping them to make 
informed decisions. However, such information also 
imposes a burden of choices to 
be made, i.e., a choice of 
whether to have or not to have 
children, whether to undergo 
testing, and what actions to take 
if testing reveals a disorder . 3 

Ethical issues in genetic coun- 
seling focus on two stages . 7 The 
first stage, the process of coun- 
seling prior to prenatal diag- 
nosis, involves ethical 
responses to the client’s 
inquiries about procedures 
and their uses; this is an essen- 
tial component of any genetic 
counseling. Advances in diag- 
nostic measures are dramatically 
expanding the potential for 
genetic screening and prenatal 
diagnosis . 3,4 Of special note, 
Pembrey 3 contains an excellent 
and insightful overview of the 
genetic process. The Human 
Genome Initiative (HGI) is the 
response to new diagnostic and 
third-trimester dilemmas . 7 

Physicians can be of great 
assistance in referral to genetic 
experts, as well as in interpret- 
ing results of testing in light of 
family values. However, these 
same physicians must guaran- 
tee that genetic information 
about patients is kept confi- 
dential; every effort must be 
made to safeguard information 
which can significantly effect a 
patient’s access to employ- 
ment, insurance, and other 
resources . 12 Additionally, any 
research being carried out in 



Table I 

LEVELS OF CRITICALTHINKING 



LEVEL I: Dualism / received knowledge 

• At this level, individuals believe knowledge is a matter of simply 
collecting information or data from workshops and books. 

• Information is believed to be either correct or incorrect. 

• The concept of interpretation is itself perplexing. Often people will 
become irate or confused, and wonder why other people or authors 
don’t just say what they mean. 

• Individuals may resist critical thinking because they begin to see the 
world as far more complex than they realized. 

LEVEL 2: Multiplicity / subjective knowledge 

• Here, individuals begin to recognize that doctrines and opinions can 

and will conflict. In addition, they begin to see that conflict is a legitimate 
feature of knowledge. 

• Unknowns, doubts, and uncertainties are acknowledged. 

• Thinking is less dualistic and more multiple, or many-sided. 

• At this level, people begin to recognize that knowledge and thinking is 
complex, but have not yet learned how to operate in it. 

LEVEL 3: Relativism / procedural knowledge 

• Here, people begin to realize that opinions differ in quality. 

• They recognize that good thoughts are supported by good reasons. 

• They begin to see that they must evaluate an issue in complex terms, 
weighing more than one factor in the attempt to develop an opinion. 

• Attempts are made to understand another point of view, the reasons 
behind that view, and the thinking framework. 

• They will take deliberate extensions into positions that initially feel 
wrong or remote. 

Level 4: Commitment to relativism/constructed knowledge 

• At this level, knowledge learned from others is integrated. 

• Individuals begin to capture the interplay of rationality, caring, 
and responsibility. 

• They become passionately engaged in the search for understanding. 

• They become committed to nurturing rather than criticizing ideas. 

• They seek integrated, authentic lives, and contribute to the 
empowerment and quality of others. 
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areas of potential services must be disclosed to the 
client and informed consent must be obtained . 7 



Conclusion 

Until recently, there has been a shortage of trained 
genetic counselors. 12 This is critical; genetic counseling 
concerns far more than preventing pregnancy by con- 
traception or preventing birth by abortion. 11 Instead, it 
involves a complex, multidimensional process of pre- 
senting information designed to facilitate a decision 
that is best for the individual client. Genetic counseling 
might also be an area of specialization for rehabilitation 



counselors who wish to undergo further training in 
genetic issues. 

Familiarity with genetic issues is salient to rehabilita- 
tionists; the rehabilitation counselor may be the one 
professional in the lives of rehabilitation clients that 
takes the time and effort to identify genetic issues for 
them. In the various roles that a rehabilitation Coun- 
selor can take in their client’s lives it is imperative that 
that they possess at least a working knowledge of gen tic 
issues. This is essential to the trust and confidence that 
must maintain for rehabilitation services to be truly 
efficacious. 
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Questions Based On This Lesson 



To earn CE credits, answer the following questions on your quiz response form . 



9. Which of the following is not a role that a reha- 
bilitation counselor may play in processing 
genetic issues with clients? 

A. Member of support network 

B. Decision maker 

C. Technical advisor 

D. None of the above 

10. Which of the following is not an area in which 
the HGI is working in order to reduce negative 
consequences of genetic research? 

A. Minimizing the impact of gentic research on the 
concepts of humanity and personal responsibility 

B. Safeguarding the privacy of individuals and groups 

C. Insuring that legal measures are in place to prohibit 
women from using gentic information in making 
the decision whether to abort a fetus or not 

D. None of the above 



11. The enormous increase in knowledge about the 
genome and the potential for intervention in 
gentic disorders has had which of the following 
effects? 

A. Only negative effects on reproductive freedom 

B. Putting potential parents in the difficult position of 
deciding whether to keep or abort a fetus which 
may be born with a hereditary disorder 

C. The majority of potential parents now have 
prenatal testing done 

D. Misperceptions of genetic disorders have virtually 
disappeared 

12. Common reactions to the identification of a 
genetic disorder do not include which of the 
following? 

A. Disruption of family dynamics and marital rela- 
tionships. 

B. Bonding to a pregnancy in the hopes that the child 
will be born without complications. 



C. Increased difficulty in decision making. 

D. Precipitation of a mood disorder. 



For more information about Hatherleigh , look up our website at www.batherleigh.com, or give us a call at 800-367-2550. 
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Introduction 

Substance abuse treatment and research addressing the needs of pregnant and parenting women is a relatively 
new phenomenon . 1 ’ 2 Historically, women who abused alcohol and other drugs, particularly during pregnancy, were 
gready stigmatized . 3 Many feared criminal repercussions or the loss of their children if they sought treatment . 4 
Within the last two decades gender-specific treatment has evolved philosophically and programmatically . 5 The field 
of substance abuse treatment, which previously focused almost exclusively on men and concentrated on 
behaviors related to substance use, has expanded to encompass treatment programming that addresses the per- 
sonal and family needs of women . 6 ’ 7 

This lesson discusses issues related to substance abuse in women, highlights gender-specific substance abuse treat- 
ment programming, introduces a group therapy treatment model, and describes a loss and grief group therapy 
model. A case study of one client s experience illustrates the approach taken in a successful loss and grief group. The 
lesson concludes with a summary of key points. 
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Substance Abuse in Women 

Drug use among women, particularly those of child- 
bearing age, 12—44 years, is a critical health and 
mental health issue. Women from all racial, ethnic, 
and socioeconomic groups use both illicit and licit 
drugs. 8 Estimates from the National Household Survey 
on Drug Abuse indicate that women in this age group 
account for approximately 45% of illicit drug use in the 
United States. 9 While reported substance use rates for 
women are continually lower than those for men, the 
differences have lessened over time. 10 Based on extrapo- 
lated statistics, approximately 200,000 women died as a 
result of substance-related illnesses in 1994. 11 Sub- 
stance use by women has repercussions on family mem- 
bers. It is estimated that more than 1.6 million women 
using drugs were living with their children. Maternal 
substance abuse affects the children biologically, 
through prenatal substance exposure, as well as envi- 
ronmentally. 12 The environmental impact results not 
only from the drug use itself, but also from factors sec- 
ondary to drug use, such as inconsistent caretaking and 
increased violence. 13 The children of women who use 
drugs are at high risk for emotional, developmental, 
and academic sequelae. 14 

Although substance-abusing women usually have a 
drug of choice (i.e., one drug that they use predomi- 
nantly), current research has identified that many are 
polydrug users (i.e., they use different drugs in combi- 
nation). For example, a woman might use both cocaine 
and alcohol, or heroin and marijuana. It should be 
kept in mind that women who abuse drugs may use 
both illicit substances (e.g., cocaine, crack, heroin, 
amphetamines) and legal substances (e.g., alcohol, 
cigarettes, and prescription drugs). 8 

The development of the field of gender-specific 
treatment has led to research and an understanding 
of the special needs of defined groups of women, 
including lesbians and homeless women, as well as 
women from various cultural backgrounds, such as 
Native-American, African-American, European -Ameri- 
can, Asian-American, Latina, and Pacific Island 
women. 15 As our clinical and research understanding of 
the specific needs of women becomes more defined, 
interventions appropriate to their needs are increasingly 
becoming implemented. 



Health Status: 

Women who abuse substances often exhibit greater 
health needs, particularly gynecological and obstet- 
rical needs, than women in the general population, 
and they appear to be predisposed to more medical 
problems than male substance abusers. 16,17,18 In 
addition to the direct physiological effects that alcohol 
and drugs have on women, sexually transmitted dis- 
eases (including syphilis, chlamydia, and HIV) and 
tuberculosis are serious health concerns. 8 The effects of 
substance abuse on womens health is complex due to a 
variety of factors. Their poor health is related to 
unhealthy lifestyles including prostitution and living in 
violent environments, poor nutrition, and little consis- 
tent health or dental care, either prevention or treat- 
ment. 17 As a result, they often enter substance abuse 
treatment in poor physical condition. 

Psychosocial Status 
and Mental Health issues: 

Understanding the psychosocial characteristics of 
women seeking treatment for substance abuse is impor- 
tant for treatment planning and treatment effective- 
ness. 9 Many women enter treatment with dual diag- 
noses, 20,21 which frequently include affective 
disorders such as depression, 22,23 mood disorders, and 
posttraumatic stress disorder. 24 It has been noted in 
many studies that women in treatment have low self- 
esteem and this has proven to be an important treat- 
ment consideration. 25,26 

Experience of both sexual and physical abuse has 
been reported as a major characteristic of women in 
treatment. 27 It is estimated that between 36% and 75% 
have a history of childhood sexual, physical, or emo- 
tional abuse. 27,28,29 

Many women in treatment are pregnant or parent- 
ing and this has ramifications not only for the women, 
but also for their children and families. 30 Familial pat- 
terns of substance abuse 31 have been identified in a 
number of studies. Environmental influences on sub- 
stance use have been identified, including the effects of 
intergenerational substance use — which may encom- 
pass mother, father, siblings, and grandparents — peer 
influences, and age of onset. A history of dysfunction 
in the family of origin often affects the mothers’ actions 



Substance Abuse Treatment for Pregnant and Parenting Women 



Greenberg, McComish, & Kent- Bryant 



and relationships with their own nuclear families. 32 In 
addition to studies that have identified environmental 
influences, increasing evidence in the alcohol studies 
literature suggests a genetic predisposition to alco- 
holism in certain families. 33 Given the multifactorial 
influences on substance abuse, treatment must be mul- 
tidimensional. The inclusion of parenting and family 
issues provides a holistic treatment approach that 

addresses the multiple needs of substance-abusing 

34 

women. 

Gender-Specific 

Substance Abuse 

Treatment Programming 

A continuum of treatment models has been developed 
to address the needs of women in the United States 
(Table 1), including short- and long-term treatment, 
outpatient and residential programs, and drug-specific 
interventions. However, it should be noted that, 
although the number of programs treating women has 
increased in the past few decades, there are still not 
enough programs to meet the identified needs. 

Gender-specific treatment programs incorporate 
relationship issues as a fundamental part of recovery. 
Treatment programs that address the diverse needs of 
the substance-abusing population may have a variety of 
components, including those listed in Table 2. 

In a review of the literature, Howell, Heiser, and Har- 
rington 35 report that gender-specific, family-focused, and 
culturally sensitive programming, provided by multidis- 
ciplinary, relationship-oriented staff, are important com- 
ponents of successful programming for women. Gender- 
specific treatment shifted from a male approach, 
which is authoritarian and confrontational, to an 
approach using the relational model. 
Acknowledging the integral part that rela- 
tionships play in the psychological develop- 
ment of women and the need for empathic 
approaches has led to fundamental gender- 
specific programming changes . 336 The rela- 
tional model uses the “self-in -relation” the- 
ory, 37 which places the emphasis on 
psychological development through connec- 
tion with others. Women bring to treatment 
many issues that are fundamental to the rela- 



' Table I ^ 

TREATMENT MODELS 

• Pretreatment 

• Detoxification programs 

• Outpatient methadone 
maintenance programs 

• Outpatient treatment 

• Residential or domiciliary 
treatment 

• Self-help and support groups 

V J 

tional model. They include women in relationships (as 
daughters, partners, and parents) and in relation to vio- 
lence that has been a central part of their lives. 3 As pro- 
grams for women were implemented, specific needs 
became apparent. Primary among them were the prac- 
tical needs of women with children. Many women 
were unable to access treatment without provisions for 
their children. At first, this generally meant childcare. 
However, as the effects of drug abuse on the family 
became more widely recognized, 2 some programs began 
shifting to an ecological, family-focused treatment 
approach. 38 These programs provide prevention and 
treatment services for the children, as well as for the 
parents . 39 

Group Therapy 

Therapeutic interventions used in gender-specific drug 
treatment are increasingly documented in the literature. 
These include psychotherapy and cognitive, family, and 
infant mental health therapies, as well as relapse preven- 
tion and behavior change techniques. 40 However, rigor- 
ous scientific studies on effective treatment methodolo- 





Table 2 

TREATMENT COMPONENTS 


N 


• 


Assessment and diagnosis 


• Health care 




• 


Chemical substitution 


• Family services 






(i.e., methadone) 


• Parenting programs 




• 


Substance abuse therapy 


• Case management 




• 


Group therapy 


• Infant mental health services 


• 


Individual therapy 


• Educational, vocational, 




• 


Alternative medicine 


and life skills training 






including acupuncture 
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gies are scarce. This can be attributed to the difficulty 
of implementing applied research procedures in treat- 
ment settings with a substance-abusing population and 
to the newness of the treatment focus on women and 
their children. 41 

Until the advent of gender-specific treatment, the 
normative treatment approach was to establish sobriety 
before beginning to treat psychodynamic issues. The 
clinical literature increasingly suggests that this 
approach may not be the most appropriate for womens 
treatment and that addressing psychological issues 
should come sooner. 42 While individual therapy 
approaches may be a fundamental part of treatment, 
the value of incorporating a group therapy 
approach is increasingly apparent. 

Group therapy has been identified as particularly 
suited to meet the complex needs of women in 
recovery. This approach is designed to increase knowl- 
edge of self and understanding of the other participants 
in a safe, accepting, and trusting environment. 43 The 
described group approach presented didactic education 
within a psychotherapeutic context. The women were 
presented with new concepts and new language within 
a structure that enabled them to immediately begin to 
use and practice what they had learned. The language 
and concepts were designed to help participants iden- 
tify their feelings and to use them to express themselves. 
The group context provided them not only with a safe 
place, but with peers who were able to share their com - 
mon experiences. Learning that others have experi- 
enced similar situations validates the participants' sense 
of reality and lessens their feelings of loneliness. 

Loss and Grief Group Therapy 

Loss is a theme commonly identified in the lives of 
many substance-abusing women. Further clinical 
assessment often reveals unresolved grief. 44 Broadly 
defined, loss may include traumatic or dysfunctional 
events, as well as separation or death. 45,46 Unresolved 
issues of loss and grief can have negative outcomes. 
However, it is not clear whether the problematic out- 
comes are predominantly associated with the loss or 
trauma, or with the lack of resolution of the issues. 47 
Among the identified sequelae are depression; 27,48 post- 
traumatic stress disorder, 45 drug or alcohol abuse, 48 low 
self-esteem, 49,50 and difficulty establishing healthy rela- 



tionships with significant others and with their chil- 
dren. 46 

Unresolved loss and grief issues are associated 
with drug use and can inhibit or prevent recov- 
ery . 51,52 Group therapy, focusing on loss and grief, has 
been identified as a valuable treatment approach pro- 
viding the opportunity for women to explore common 
experiences in a supportive environment. 7,53,54 

Studies on substance abuse treatment for women 
indicate that those who stay in treatment longer 
have better treatment outcomes. 30,55,56 I n one study 
of a loss and grief group, 26 it was found that women 
who participated in the group remained in treatment 
significantly longer than women who did not partici- 
pate. This suggests that participation in the loss and 
grief group influenced their retention in treatment, 
potentially enhancing treatment effectiveness, in 
addition to any specific benefits that may have been 
derived from participation in the group. 

The treatment program provided a mulitfaceted 
intake assessment protocol with treatment reviews 
every three months. At intake, the women were given a 
battery of biopsychosocial assessments, which included 
the Substance Abuse Subtle Screening Inventory 
(SASSI) 57 and the Minnesota Multiphasic Personality 
Inventory-2 (MMPI-2), 58 as well as a psychosocial his- 
tory interview. In addition, for both clinical and pro- 
gram evaluation purposes, the women were assessed 
with The Center for Epidemiological Studies Depres- 
sion Scale (CES-D), 59 the Hudson Index of Self Esteem 
(ISE), 60 and the Profile of Moods States (POMS). 61 
Parenting attitudes were assessed using the Adult Ado- 
lescent Parenting Index (AAPI). 62 These instruments, 
and others for the children, were given over a two-week 
intake period by a multidisciplinary team, which 
included a clinical psychologist, substance abuse coun- 
selors, infant mental health specialists, speech and 
physical therapists, and an educational psychologist. At 
the end of the intake period, the multidisciplinary team 
met and developed an initial treatment plan based 
upon clinical observation, client input, and findings 
from the assessments. The treatment plan was then 
implemented and reviewed quarterly. 

The loss and grief group was initiated by the infant 
mental health therapist. She had observed the themes 
of loss and grief in her sessions and in sessions with 
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other counselors. An overwhelming number of women 
identified personal traumatic losses in their therapeutic 
work. It was felt that developing one group which, 
focused directly on these issues would address treat- 
ment needs not covered in other treatment compo- 
nents. 

The objectives of the group were to (1) give didactic 
information on the nature and stages of grief, (2) help 
each woman to identify her sources of grief, and (3) to 
provide a safe, supportive place for each woman to tell 
her story using her new knowledge and language. A key 
treatment component was the connection made by 
many of the women between their earlier losses, 
loss/separation with their children, and the ways 
their substance use and relapses were related to lack 
of resolution of their loss/grief issues. For example, 
some women noticed that they experienced a relapse on 
the anniversary date of a significant loss. 

The six-week format included both didactic infor- 
mation on the stages of loss and grief and traditional 
group psychotherapy. In addition to interpersonal 
interactions, the group structure included individual 
writing and reading, and personal written or artistic 
creations. Individual therapeutic sessions were used to 
augment group treatment as needed. The sessions had 
an identified focus. In session one, the overall structure 
was explained, group norms were developed, and story 
sharing within a safe environment was modeled. In ses- 
sion two, the emphasis was on acquiring didactic infor- 
mation about loss and grief, including Kubler Rosss 63 
stages of grief as related to their personal feelings. Ses- 
sions three and four consisted of sharing stories using 
the knowledge of loss and grief and the language that 
had previously been introduced. Session five intro- 
duced strategies for coping with the grief and loss, and 
their relationship with substance use. In the final ses- 
sion, the women used their new coping strategies to put 
closure to the group. At the end of each session, every 
woman filled out a personal response sheet. 

The following case study combines the stories of a 
number of participants to protect confidentiality. The 
case follows Katrina through a six-week program, high- 
lighting the program structure and her own insights 
and development. 



Case Study: 

This case study describes a loss and grief group imple- 
mented at a residential substance abuse treatment pro- 
gram. The grief group met 90 minutes each week for 
six weeks. This was a voluntary closed group. 

Katrina is a 23-year-old African-American sin- 
gle mother of Daniel, 6, and Carmaine, 2. She 
began using cannabis, at age 13, under her older 
sister s influence, and shortly after began drink- 
ing alcohol. When she was 15 years old, she 
began using crack cocaine, and her addiction 
level steadily increased until she entered treat- 
ment. 

Katrina dropped out of high school in the 1 Oth 
grade and gave birth at age 17. She entered the 
protective service system with a charge of child 
neglect due to drug use. She was unsuccessful in 
outpatient treatment, and her children were 
placed in foster care. Residential treatment was 
ordered as a condition of reunification. At treat- 
ment entry, Katrina was diagnosed with poly- 
substance dependence and histrionic personal- 
ity disorder. Initially, Katrina had a difficult 
time with the program structure. After 9 
months in treatment, she was reunified with her 
children. A month later she began the grief 
group. 

At the individual presession meeting with the 
infant mental health specialist, Katrina imme- 
diately identified two losses: the separation 
from her children and her uncle’s death. She 
had been raised without a father and her uncle 
had assumed this role. 

Session One: 

At the first session, Katrina tearfully shared the experi- 
ence of the protective service worker physically remov- 
ing her children from her for foster placement. She also 
talked about not receiving emotional support as a child. 
She had not viewed this as a loss until others in the 
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group discussed it in those terms. Finally, she men- 
tioned the death of her uncle. At the end of the session 
Katrina indicated that she was relieved to be expressing 
these painful feelings. 

Session Two: 

As the sessions continued, Katrina used the Kubler- 
Ross stages of loss and grief to identify her use of 
denial. 63 She shared the loss of her children and uncle, 
and admitted that she generally dealt with loss issues by 
using denial. Katrina related that she refused to think 
about her uncle when he died, and refused to think 
about her children when they went into foster care 
because it was too painful. Katrina reflected that during 
each of these incidents, she increased her drug use. She 
now understood that it was to repress her awareness of 
what was happening. 

Session Three: 

Katrina attended the third session, but did not talk. 
However, she indicated on her response sheet that she 
had been tearful while others were telling their stories 
because she could relate to them. She began to realize 
that she was no longer alone and that the other mem- 
bers could help her through the grief process. She said 
that she was afraid to grieve. 

Session Four: 

During the fourth session, Katrina told in detail how 
she lost custody of her children. They were removed as 
a result of a drug raid in which she went to jail. At that 
time, her children went to court-ordered kinship care. 
When she was released from jail, Katrina picked up her 
children and went “on the run” with them. A family 
member convinced her to turn herself in, and she lost 
them for a second time when they were physically 
removed from her. Katrina admitted that this group 
had aroused strong emotions and she remained tearful 
throughout the session. Katrina brought up that she 
was having a difficult time in treatment and contem- 
plated leaving. The group questioned her about denial 
regarding the loss of her children if she left treatment 
and asked if she was ready to endure another separation 
from them. She indicated that she would do whatever 
was necessary to remain with her children. 



Session Five: 

The fifth session was spent exploring anniversary reac- 
tions and how to positively commemorate losses. Kat- 
rina actively participated in this session. She talked 
about her new understanding of grief. She identified 
how she used a “happy face” to deny the losses she had 
experienced throughout her lifetime. Aware of her use 
of denial, she began to question other life experiences, 
for example, “Why did my mother leave me when I was 
a teen?” In her response sheet, Katrina indicated that 
she valued the loss and grief group and was sad to see it 
end. The group had enabled her to identify her denial 
and begin to explore the many areas of loss and grief in 
her life. 

Session Six: 

In the last session, Katrina commemorated her loss by 
writing a letter to her children. First, she apologized for 
their foster care placement. She acknowledged that it 
was a painful time for all of them. She further explained 
that the lifestyle she had led during their separation 
would not have been safe for them. She admitted that 
she had not been a good parent and said that this was a 
painful truth. Katrina told her children that she wanted 
their childhood memories to be happy, secure, and full 
of love. Finally, she let them know that the separation 
was not their fault, that she loves them and will con- 
tinue to work on being the parent they deserve. Katrina 
shared that this group has allowed her to face her grief 
and that she understands that grieving is an ongoing 
process. Katrina indicated that she felt supported by the 
group and learned to gain support from a group. 

Conclusion 

Substance abuse is a national health and mental health 
care concern, and the need to identify effective inter- 
ventions is paramount. The advent of gender-specific 
substance abuse treatment in the 1970s not only 
changed theoretical and philosophical approaches to 
treatment, but also contributed to a new paradigm in 
treatment approaches that evolve in response to client 
needs. The relational model has guided the implemen- 
tation of programming that addresses the needs of 
women. Studies that demonstrate the effectiveness of 
this paradigm shift are increasing. 26,64 
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v The identification of critical clinical issues for 
women that are related to their substance abuse is fun- 
damental to addressing client needs. Gender-specific 
treatment has increasingly combined these issues with 
appropriate treatment modalities. Group therapy is one 
treatment component which is proving effective. 



Research indicates that factors inherent in this treat- 
ment modality itself may facilitate healing. These fac- 
tors include learning that others have experienced simi- 
lar traumas, receiving advice, modeling successful 
behaviors of others, having a sense belonging, and gain- 
ing self-understanding and hopefulness . 65 
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Questions Based On This Lesson 



To earn CE credits , answer the following questions on your quiz response form. 



13. Which one of the following statements is 
correct? 

A. The field of substance abuse treatment previously 
focused almost exclusively on women and not men. 

B. Women who abuse substances often exhibit fewer 
health needs than women in the general popula 
tion. 

C. Women who abuse substances appear to be predis- 
posed to more medical problems than male 
substance abusers. 

D. Women who enter treatment do not usually have 
any incidence of previous sexual or physical abuse. 

14. Gender-specific treatment programming: 

A. Is based upon the traditional male treatment 
model. 

B. Does not incorporate prevention and treatment ser- 
vices for children. 

C. Incorporates the relational model in treatment 
approaches. 

D. Focuses on substance use issues only. 



15. The treatment components for women in 

substance abuse treatment: 

A. Focus solely on substance use. 

B. Has an authoritarian, confrontational under- 
pinning. 

C. Does not incorporate life skills training. 

D. Approaches treatment from a multidisciplinary, 
multidimensional perspective. 

16. The use of group therapy in gender-specific 

substance abuse treatment: 

A. Has proven to be fundamental when incorporated 
into the individual therapy approach. 

B. Was found to influence the retention of partici 
pants in treatment, thus potentially enhancing 
treatment effectiveness. 

C. Is particularly suited to meet the complex needs of 
women in recovery. 

D. All of the above 
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Ethical Issue Considerations 
Working with Multiple 
Rehabilitation Disciplines 

Irmo Marini, PhD, CRC, CLCP, and Bruce Reed, PhD, CRC, CVE 



Dr. Marini is an Associate Professor and Graduate Coordinator and Dr. Reed is an Associate Professor and Program 
Coordinator in Rehabilitation Counseling at the University of Tex as -Pa n A meric a n , Edinburgh TX. 



Introduction 

The past decade has seen a proliferation of managed-care organization (MCO) involvement in all realms of rehabili- 
tation, from physical restoration to counseling. The cost-containment mandate of MCOs has forced contracted 
providers into greater accountability and instigated the review of service delivery for persons with disabilities . 1 Vari- 
ous organizations and professions evolve with these changes by reviewing/developing their standards of practice, 
codes of ethics, accountability, and marketability. 

Rehabilitation counselors continue to be employed in new and diverse work settings where they encounter related 
professional disciplines with similar or differing values, job responsibilities, accountability standards, and ethics. The 
rehabilitation counselor may find that there are certain situations in which the variability of the different discipline’s 
codes of ethics produce an ethical dilemma. An ethical dilemma is essentially defined as a situation in which two 
separate courses of action are rational, mutually exclusive, and in which both may have a considerable conse- 
quence. Additionally, both positions can be supported by ethical principles and guidelines . 2 This lesson addresses 
this potential difficulty by exploring the differences in codes of ethics and listing recommendations to help the rehabili- 
tation counselor in times of ethical conflict. This lesson also oudines the differences between certification and licensure 
and describes the differences between several key ethics codes, including those for certified rehabilitation counselors, 
certified case managers, licensed social workers, certified disability management specialists, and licensed professional 
counselors. These professional codes and ethics structures are placed in historical context, noting their underlying simi- 
larities and differences. Recommendations for counselors in solving specific ethical dilemmas are discussed. 
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After studying this lesson the reader should recognize 
the essential discrepancies between ethical codes and 
know which codes have the most specific information 
and regulations in different areas of the rehabilitation 
professionals activities. The reader should be better 
equipped to develop methods for making the best deci- 
sions in a complex ethical situation using the guidelines 
provided at the end of this lesson. 

Requirements for Rehabilitation 
Counselors and Other 
Mental Health Professionals 

Rehabilitation Education: 

The rehabilitation field has experienced a continued 
growth in numbers of rehabilitation counseling profes- 
sionals and subspecialties as well. Individuals graduat- 
ing with a Masters degree in rehabilitation counseling 
have a variety of potential credentialing/licensing 
opportunities available to them, many of which require 
minimal additional training or supervision. For rehabil- 
itation counseling students graduating from a Council 
on Rehabilitation Education (CORE) accredited pro- 
gram, immediate eligibility is granted to sit for the Cer- 
tified Rehabilitation Counselor (CRC) examination. 
Since 1993, the minimum education eligibility require- 
ment for the CRC examination is a masters degree in 
rehabilitation counseling or a related counseling field. 3 
Many such graduate programs are additionally 
designed to allow students to take the appropriate elec- 
tives to meet the academic requirements for license as a 
Professional Counselor. In the state of Texas, as with 
many other states, however, students must also com- 
plete a 3,000-hour internship supervised by a Licensed 
Professional Counselor (LPC). 

Certification versus Licensure: 

How does certification differ from licensure? Certifica- 
tion is a voluntary process developed by a group (e.g., 
association) to promote a professional image. Although 
it is voluntary and not required to practice, certain pro- 
grams such as Workers’ Compensation, the State-Fed- 
eral Vocational Rehabilitation Program, and various 
insurers have recognized the CRC’s scope and standards 
of practice as the minimum requirement to work with 
their constituents. The Commission on Rehabilitation 




Counselor Certification (CRCC) was the first national 
certifying body in the field of counseling. 3 With a pri- 
mary focus on clients with disabilities, these profes- 
sionals provide counseling-related services involving the 
physical, cognitive, and psychological functioning of 
their clients. Over 14,000 counselors have obtained 
their certification as a rehabilitation counselor certifica- 
tion since the inception of the CRCC in 1973. To 
become certified, an individual must obtain a passing 
grade on this nationally administered examination. 

Licensure, on the other hand, is a statutory process, 
generally provided by a state, which grants permission 
for a qualified individual to engage in a profession and 
use a title. 4 Licensure is a state legislative issue. Each 
state has the authority to create . . its own set of 
administrative laws and regulations setting forth cri- 
teria for obtaining authorization to practice as (or, 
in some states, to identify oneself as) a psychothera- 
pist or counselor .” 5 Currently, 45 states and the Dis- 
trict of Columbia have professional licensure laws. 6 
Hawaii, Minnesota, Nevada, and New York have no 
such laws, while California’s law pertains to licensed 
family and marriage therapists only. The most common 
title granted by the States is the LPC, although there 
are other titles, such as Licensed Mental Health Coun- 
selor and Licensed Clinical Professional Counselor. 
With 46 individual state licensing boards, there are 
variations in actual codes, standards, enforcement, and 
disciplinary procedures. 

Related but 

Distinct Disciplines 

As rehabilitation counselors continue to work with pro- 
fessionals in a growing number of related disciplines, 
they must be aware that these professions have their 
own codes of ethics. Some of the related professional 
entities include the Commission on Certification of 
Work Adjustment and Vocational Evaluation Special- 
ists (CCWAVES), Certification of Disability Manage- 
ment Specialists Commission (CDMSC), Commission 
for Case Manager Certification (CCMC), American 
Psychological Association (APA), American Board of 
Vocational Experts (ABVE), the American Counseling 
Association (ACA), National Association of Social 
Workers (NASW), Commission on Disability Exam- 
iner Certification (CDEC), International Association 
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of Rehabilitation Professionals (IARP), and the Ameri- 
can Nursing Association (ANA). The range of educa- 
tional requirements for certification with these entities 
ranges from no more than a high school diploma to a 
minimum of a masters degree. Since it is beyond the 
scope of this lesson to discuss the code of ethics for each 
of these organizations, we will focus on ethical consid- 
erations for certified rehabilitation counselors (CRCs) 
in comparison with the ethical codes of licensed social 
workers (LSWs), certified case managers (CCMs), cer- 
tified disability management specialists (CDMSCs), 
and professional counselors (LPCs). These entities were 
selected because rehabilitation counselors may possess 
these other licenses/certifications and/or work closely 
with professionals who have one or more of them. 

Certified 

Rehabilitation Counselors 

A code of ethics for rehabilitation counselors was first 
devised in 1972 by the National Rehabilitation Coun- 
seling Association 7 and further refined in 1987. The 

rehabilitation counseling code of ethics has five 
underlying principles: (1) beneficence , concern for 
the client’s well being; (2) nonmaleficence , taking 
care not to cause harm to the client; (3) autonomy , 
respect for the client’s ability to make choices; (4) 
justice , the ability to treat all clients equally and 
fairly; and (5) fidelity, keeping commitments to 
clients. 8,9 These five philosophical principles pro- 
vide the foundation for the ethical behavior of the 
profession. Overall, the CRC Code of Ethics places a 
high value on professional relationships that encourage 
dignity, caring, and autonomy for the client. Philo- 
sophically, the client’s right to make decisions 
(autonomy) and be fully involved in the process 
seems to take precedent over the other philosophical 
principles. 

As stated in the Codes preamble, 3 there are two 
kinds of standards in the Code; Canons and Rules of 
Professional Conduct. Canons are intended to provide 
broad guidance and direction to counseling profession- 
als. They establish accepted standards of excellence to 
which counselors should aspire. There are 10 Canons 
within the Code that cover the topics of moral and 
legal standards, counselor-client relationship, client 
advocacy, professional relationships, public state- 



ments/fees, confidentiality, assessment, research 
activities, competence, and CRC credential. Each of 
the 10 Canons has multiple Rules that provide more 
specific standards to which the practicing professional 
must comply. There are a total of 72 Rules contained 
within the Code focusing on appropriate and inappro- 
priate behaviors between professional and client. 

Although it is the goal of the Code, and specifically 
the Rules, to provide specific, concrete guidance to pro- 
fessionals, Code of Ethics guidelines remain relatively 
broad. 7 The Code contains areas that are vaguely 
addressed, such as the possible powerful role of the 
extended family in the rehabilitation process (Rule 
2.7), especially in the case of ethnic minorities. 10 The 
potential impact of such variables as gender, ethnic- 
ity, sexual preferences, and religious affiliations are 
not adequately addressed. The Code does include 
two Rules that address the issue of unethical sexual rela- 
tionships between counselor and client but provide lit- 
tle specific information on defining sexual contact or 
sexual activities. 

Certified Case Managers 

Case management and its related organizations have 
experienced the most rapid growth of all during the 
past decade. With the concomitant reform of managed 
care, the number of practicing case managers has grown 
from an estimated 5,000—10,000 in 1985, to some- 
where between 50,000 to 100,000 in the 1990s. 11 
There are an estimated 20,000 CCMs representing var- 
ious disciplines, including rehabilitation counseling, 
nursing, social work, case management, physical/ occu- 
pational therapy, and medicine. 12 The first CCM exam 
was written in 1993. 12 It is important to note that the 
Commission on Case Management Certification 
(CCMC) is a separate and independent entity from the 
Case Management Society of America (CMSA). The 
CCMC represents the certifying body of case man- 
agers, whereas the CMSA is an international, nonprofit 
organization which was founded in 1990 and which 
has over 160 affiliated chapters worldwide. 13 

Tarvydas and Peterson 14 argue that case manage- 
ment may not be a separate profession but is rather 
an “advanced practice” credential, available to pro- 
fessionals who have received prior training in their 
core profession. The CCM code of ethics, revised 
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May, 1999, notes under its scope of practice that 
case management is indeed not a profession but 
rather an area of practice within a trans disciplinary 
profession. 

In 1995, the CMSA consolidated with the Individ- 
ual Case Management Association (ICMA) to become 
CMSA, and released its standards of practice for case 
management in 1996 as well as a National Board peer- 
reviewed code of ethics. CMSA diversity is evident in 
its 14 special-interest groups focusing on: academics, 
acute care, behavioral health, business owners, man- 
agers/supervisors, disease management, elder care, 
home care, managed care, rehabilitation, subacute care, 
workers’ compensation, military, and pediatric care. 13 

Ethical Differences: 

The fact that CCMs are themselves from multiple dis- 
ciplines can present ethical dilemmas for those individ- 
uals who have additional certifications or licenses, 
which may conflict with the CCM code of ethics. For 
example, a certified rehabilitation counselors code of 
ethics places client interests first, whereas the CCMs 
code defines case management as: 

A collaborative process that assesses, plans, 
implements, coordinates, monitors and evalu- 
ates options and services required to meet an 
individuals health needs, using communication 
and available resources to promote quality, cost- 
effective outcomes. 15 

Rinas and Clyne-Jackson 16 described situations in 
which ethical dilemmas can arise from conflicts of 
interest when holding certifications with differing 
codes. The CRC who carries both certifications or 
works with a CCM wrestles with the issue of 
whether the client’s or payer of service’s needs come 
first. In the preamble for both CCMC and CDMSC, 
it is noted that the term “client” refers to the indi- 
vidual for whom services are provided, and the term 
“payer” refers to the certificant’s “customer.” 15,17 
The CCMC code openly acknowledges that, because 
of the different interests of client and customer, case 
managers frequently find themselves in ethical 
dilemmas. 



The other ethical issue described pertains to the dif- 
ficulty for case managers in having to abide by the 
CCMC code of ethics as well as the code for their pri- 
mary profession. Tarvydas and Peterson 14 note how 
one could interpret the CCMC code as a shift in 
paradigms away from exclusively client-centered 
health care. Marini 18 noted these same concerns 
regarding conflicts of interest in delineating who is the 
client, especially in private for-profit environments. 

The CCMC’s standards of practice and code of 
ethics were developed primarily by a committee of 
nurses, and the standards closely model the struc- 
ture used by the American Nurses Association. 14 The 
CCMC’s code contains eight Principles , which are advi- 
sory only, and are not enforced. The Principles are 
general in nature and are consistent with other 
codes in that they reflect priorities to the public 
interest, respecting and protecting client welfare, 
maintaining objectivity, maintaining competency, 
remaining within one’s area of expertise, obeying 
laws and regulations, and respecting other profes- 
sionals. There are also eight generic, but mandatory 
Rules of Conduct pertaining to falsifying documents, 
conviction of a felony, falsely using the credential, 
breach of conduct, failure to pay fees, and failing to 
maintain the CCM tide. It is interesting to note that 
the last two Rules are not found in the other entities 
discussed here. In fact, by deciding not to continue 
practicing with the CCM credential, one is violating a 
rule! Finally, there are 27 mandatory Guidelines for 
Professional Conduct which, when compared with 
CRC’s rules, are quite brief and limited in applica- 
tion. The CRC code, 19 for example, contains one 
canon regarding the Counselor-Client Relationship 
and, separately, a canon on Professional Relationships, 
with 9 and 1 1 rules subsumed within each Canon, 
respectively. The CCMC Guidelines, however, contain 
a one-paragraph rule on Dual-Relationships and one 
sentence regarding Relationships with Clients. 15 

One of the underlying values in the CCMC code 
is that of “achieving client wellness and autonomy 
through advocacy.” 15 These concepts are not cited in 
the Rules of Conduct or Guidelines, but rather in 
the CCMC preamble, thus only making them aspi- 
rational in nature and not subject to compliance or 
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violation penalties. Beauchamp and Childress 20 state 
that the right to self-determination and freedom to 
choose components define the principle of autonomy. 
Goldman 21 argues that health care consumers are often 
not given options to make an informed choice, while 
Nelson and colleagues 22 state that clients in these situa- 
tions often do not have the freedom to choose. For 
counselors who are CRC and adhere to the CRC 
code of ethics regarding the principle of autonomy, 
working as a CCM in a restrictive insurer environ- 
ment compromises consumer autonomy when ideal 
consumer services are cost restrictive. 

One final factor that differentiates the CCMC code 
of ethics from the CRC, LPC and LSW codes deals 
with Guideline 25, regarding Solicitation: 

Certificants shall not reward, pay, or compen- 
sate any individual, company, or entity for 
directing or referring clients to the certificant. 
Nothing contained herein shall preclude certifi- 
cants from making reasonable expenditures in 
entertaining individuals who have referred or 
may in the future refer clients to the certificant 
or from giving gifts of minimal value to such 
individuals . 15 

This statement contradicts the CCMC codes under- 
lying values of client autonomy through advocacy and 
empowerment of clients. The guideline does show 
indications of the competitiveness of the managed- 
care market and the continuing ethical dilemmas that 
case managers often encounter. 

Professional Counselors 

In the broad field of professional counseling there is 
much variability on such basic issues as educational 
training, roles and functions, work settings, and cre- 
dentialing. There is no clear consensus on what a pro- 
fessional counselor is or how to regulate the profession. 
This reality can cause confusion for people in need of 
services as well as those entering the field. One defini- 
tion of a “professional counselor” is a professional with 
a minimum of a masters degree along with relevant 
skills and experiences that allow him or her “. . .to facil- 
itate human development and adjustment throughout 
the life span.” 6 Professional counselors can come from 



a variety of educational backgrounds (e.g., psychology, 
counselor education, rehabilitation, guidance, and 
counseling) and work in varied settings, including 
mental health agencies, schools, rehabilitation settings, 
and many community settings. 

Within the counseling field are professional organi- 
zations that provide certifications (national focus) as 
well as licensure (as dictated and monitored by each 
state). There are currently two national counselor certi- 
fication boards: the Commission on Rehabilitation 
Counselor Certification (CRCC), established in 1973, 
and the National Board for Certified Counselors 
(NBCC), which was founded in 1981. 6 The NBCC 
has four areas of specialization; career, gerontology, 
school, and mental health counseling. Membership in 
both organizations is voluntary and monitored by the 
respective professional organization. 

The American Counseling Association (ACA) is a 
leading professional organization that currently repre- 
sents approximately 52,000 counselors nationwide. 
The ACA developed its first Code of Ethics and Stan- 
dards of Practice in 1961, with the most recent revi- 
sions occurring in 1995. 23 While this code does not 
supercede state licensing board codes, it is widely recog- 
nized in the field as representing the broad field of 
counseling. It is important to note that a counselor can 
be a member of ACA and not necessarily be certified. 

Ethical Differences: 

The ACA Code is divided into two parts; the Code of 
Ethics , which consists of broad principles that describe 
ethical professional behavior, and Standards of Practice , 
which dictates minimal standards of behaviors and 
practices. 23 Both parts are subdivided into eight sec- 
tions: counseling relationship; confidentiality; pro- 
fessional responsibility; relationships with other 
professionals; evaluation and assessment; teaching, 
training, and supervision; research and publica- 
tions; and resolving ethical issues. Sections are fur- 
ther divided into two sublevels by designation of num- 
bers and letters. For example, the designation “B.l.d” 
discusses Confidentiality, Right to Privacy, and Conta- 
gious, Fatal Diseases. Included in this system are refer- 
ences (sometimes referred to as “cross-walks”) to other 
related codes or standards within the document. 
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Client— counselor relationships, including confi- 
dentiality, client’s rights, and situations requiring 
disclosure of client information, are core to this 
code. Ethical relationships between professionals is 
another important theme. The entire section dedi- 
cated to the teaching, training, and supervision of new 
counselors is of note; components such as the train- 
ing requirements of student supervisors, the need to 
present varied theoretical perspectives, and the 
responsibility to teach and discuss ethics are 
detailed. 

It must be emphasized that the ACA Code of Ethics 
and Standards of Practice is not the individual state 
licensing code. As previously stated, each licensing 
body has its own code. Differences can, and certainly 
do, exist. One example is the code from the state of 
Texas for Licensed Professional Counselors. Although 
the general themes and major issues greatly overlap, 
there are different emphases. The Texas code provides 
little discussion of the client-counselor relationship, 
except in the area of sexual misconduct. Great effort is 
made attempting to define and give examples of inap- 
propriate behaviors and contacts; nine subsections, 
each with further division, cover this topic. Other areas, 
such as the role of testing and research, are minimally 
discussed compared with the ACA Code. 

There are notable differences between the ACA 
and CRC codes. The ACA code dictates that, under 
certain conditions, sexual intimacy with former 
clients is allowable two years after the completion of 
services. This code also states that counselors do not 
provide clinical services to former partners. The CRC 
code more simply states in various rules, such as R2.3 
and R4.8, that sexual relationships with clients are 
unethical. Potentially, this difference in interpretation 
of sexual relationships, a highly charged topic, could 
cause professional and personal conflicts as relation- 
ships may be acceptable (two years after treatment 
ends) by one profession but be deemed unethical in the 
other. 

As professional counselors tend to work in group 
counseling settings more than rehabilitation counselors 

do, the ACA code contains more guidelines related 
to groups and family counseling. Another difference 
between the codes is in the area of computer technolo- 
gies. In Section A, Counseling Relationship, of the 
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ACA code are specific guidelines on the appropriate 
use of computers by clients during clinical services. 6 

For example, one guideline states that the counselor 
must ensure that the client is physically, cognitively, 
and emotionally capable of using the selected computer 
application. The CRC code has no guidelines on com- 
puter use in the counseling relationship to date. 

Social Workers 

As licensed professionals, social workers are required to 
follow licensing standards within the state that they 
work. This can result in slightly differing standards 
from state to state. However, all of the social work 
codes and standards of practice are based on the same 
values and ethical principles upon which the profession 
was founded. 24 The National Association of Social 
Workers (NASW) is the largest professional organiza- 
tion for social workers worldwide, representing over 
155,000 members. 25 NASW was formed in 1955 and 
adopted its first code of ethics in I960. 26 The most 
recent revision occurred in 1999. 

Ethical Differences: 

The NASW code is divided into two main sections. 
Section I is entitled “Ethical Principles” and delineates 
inspirational ideals in the form of six key values and 
ethical principles: (1) service, the primary goal of 
social workers is to help people in need and to 
address social problems; (2) social justice , social 
workers challenge social injustice; (3) dignity and 
worth of the person, social workers respect the inher- 
ent dignity and worth of the person; (4) importance 
of human relationships , social workers recognize the 
central importance of human relationships; (5) 
integrity , social workers behave in a trustworthy 
manner; and (6) competence , social workers practice 
within their areas of competence and develop their 
professional expertise. 25 

Section II of the code, “Ethical Standards,” contains 
six primary parts that cover the broad areas of ethical 
responsibilities to clients, to colleagues, as professionals, 
to the social work profession, and to society. Each of 
these six parts contains relevant standards. For example, 
the section on ethical responsibilities to society states 
that social workers should provide professional services 
in times of public emergency. 
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Consistent with the values of the profession, the 
code and standards articulated by NASW reflect a 
strong commitment to the dignity and confidentiality 
of the individual in need. Values related to service to 
those in need and society-at-large, including con- 
fronting social injustices, are also woven throughout 
this document. An example is Standard 3-10, Labor- 
Management Disputes, which states that social workers 
may become involved in organizing labor unions, 
strikes, etc., when improvement of the workers’ condi- 
tion is warranted. In comparison, the CRC Codes call 
for a different type of action; it requires the professional 
to advocate for people with disabilities in the areas of 
accessibility, employment, and the elimination of atti- 
tudinal barriers. 

The NASW code has considerably more discussion 
on sexual relationships than does the CRC code. 
NASW states, for example, that social workers should 
not engage in sexual activities with clients under any 
circumstances. Services are also not to be provided to 
individuals who are former sexual partners. As previ- 
ously mentioned, the CRC codes basically state that 
sexual relationships are unethical. 

The CRC code mentions specifically in R1.3 that 
counselors will be aware of the potential differences 
between legally mandated laws versus professional 
guidelines and standards. It is clearly stated that the 
CRC will follow legal mandates as a priority. The 
NASW code makes no similar statement. 

Certification of 
Disability Management 
Specialists Commission 

The Certification of Disability Management Specialists 
Commission (CDMSC), formerly called the Certifica- 
tion of Insurance Rehabilitation Specialists Commis- 
sion, is responsible for an emerging area of specializa- 
tion for rehabilitation counselors. Counselors with this 
certification typically work in employer-based settings 
and provide medical and vocational case management 
as an employee of the company to injured workers 
onsite or in-house, 27 This return-to-work approach 
ideally creates a “win-win” situation for the employer 
and employee by saving the employer compensation 
and health care costs, and returning the employee safely 
back to work as soon as possible. 28 The CDMSC 



maintains a very similar (in some cases identical) code 
of professional conduct to that of the CCMC. 

Ethical Differences: 

Here again, the distinction is made in the CDMSC 
Preamble that the individual for whom services are 
provided is the “client.” while the payer is referred 
to as the “customer .” 17 Tarvydas and Peterson 14 
state that the “CDMSC acknowledges the fact that 
CDMSs are employed by entities that have a pri- 
mary interest in controlling costs as opposed to pro- 
viding services that achieve the maximum benefit 
for the client .” 17 

The CDMSC Code consists of two kinds of stan- 
dards: Principles, and Rules of Professional Conduct 
(RPC). As with the CCMC, the eight Principles are 
advisory only, while the 29 RPCs are mandatory where 
violations can be sanctioned. As noted earlier, the 29 
RFCs are quite brief (one sentence to a paragraph) in 
explanation when compared with the CRC code. 
Under RFC #2 regarding competence, for example, 
certificants shall not handle or neglect a case in a man- 
ner that constitutes gross negligence, which is defined 
as “willful, wanton or reckless disregard of the certifi- 
cants obligations and responsibilities.” 17 In this 
instance, what exactly constitutes a violation of this rule 
is highly interpretable. 

The CDMSC also has an RFC regarding confiden- 
tiality and disclosure; however, it differs from CRCs in 
that clients must always be informed at the outset that 
any information obtained from the insured injured 
worker may be disclosed to third parties (insurer). The 
CRC code addresses this issue under Rule 2.4 of coun- 
selor-client relationships. For CRCs who have tradi- 
tionally never worked with third-party insurers, this 
conflict may present an ethical dilemma in which 
the counselor must redefine the concept of “confi- 
dentiality.” It does stand to reason that, since they are 
paying the bills, insurers are entitled to receive progress 
reports; however, ethical problems can arise for coun- 
selors if or when adjusters attempt to curtail costs of a 
counselors proposed rehabilitation plan. 

Another difference between the CRC and the 
CDMSC codes relates to RFC 9, “Business Relation- 
ships with Clients.” This Rule notes that counselors are 
prohibited from entering into a business relationship 
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It is important for rehabilitation and other coun- 
selors to know how legal principles interact with ethical 
standards. Of particular significance are issues such as 
dual-role relationships, duty to warn, professional dis- 
closure and informed consent, competency in one s 
area of expertise, confidentiality and privilege, and 
criminal/civil liability. 

These codes of ethics differ most in their brevity 
or comprehensiveness rather than in their inten- 
tions. All the codes essentially overlap in the areas 
of moral/legal standards, counselor-client relation- 
ship, professional relationships, public statements/ 
fees, confidentiality, competence, assessment, and 
research activities. Of the five codes reviewed here, 
the most comprehensive set of ethical codes was that 
of the professional counselor. The least concise set 
of codes was that of the case managers and disability 
management specialists. 

Table I ' 

RECOMMENDATIONS FOR REHABILITATION COUNSELORS 



• Certified rehabilitation counselors who hold other certifications and/or licenses should defer to 
the most detailed set of ethical guidelines when needed. Counselors must also take into 
consideration the setting and circumstances in which they are working. For example, even though the 
CRC code is more detailed than the CCM code, if an individual holding both credentials worked in a private for 
profit setting answering to an insurer, he/she would be bound to the policies and procedures of that setting, 
which may not necessarily place the client’s needs first regarding costly services. 

• When faced with an ethical dilemma that a Counselor's code of ethics does not address (e.g., use 
of the Internet to counsel clients for CRCs), the rehabilitation counselor should seek out 
advisement from his or her certifying body's ethics committee. If this fails, the counselor could 
review/consult with a knowledgeable colleague or another counseling body that has ethical conduct guidelines 
for a certain activity. Following such steps may hold some minimal merit in a court of law. 

• When working with multiple disciplines, rehabilitation counselors can benefit from adopting the Integrative 
Decision-Making Model of Ethical Behavior, 14 which addresses underlying themes of which counselors 
should be aware. Tarvydas 29 outlines the four stages of this model: (I) interpreting the situation 
through awareness and fact-finding; (2) formulating an ethical decision; (3) selecting an action by 
weighing competing, nonmoral values; and (4) planning and executing the selected course of 
action. 



with former clients for one full year after a case has 
been closed. The CRC code does not place a time limit 
on such dual relationships. 

Codes of Ethics 

Underlying Similarities 

Despite the differences in ethical codes described 
above, at the core of each of the human services’ code of 
ethics are some fundamental similarities. Ethics writ- 
ers 4,5,23 site four principles that organize the major 
content of these codes: 

• Act to benefit others 

• Professional responsibility and competence 

• Integrity in professional relationships 

• Public trust in responsibility to society 



• Rehabilitation counselors should be aware that currently the CRCC does not address Internet communications 
or counseling, sparsely addresses the role and importance of family among ethnic minorities, and does not place 
any time limits as to if or when rehabilitation counselors could begin a dual relationship after a client’s case has 
been closed. 



• As of 1 999, certified rehabilitation counselors must have a minimum of 10 continuing education credits devoted 
specifically to ethics within their five-year renewal period. This requirement indicates the importance for 
Counselors to periodically review their Code and refer to it during times of uncertainty. 
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Questions Based On This Lesson 



To earn CE credits, answer the following questions on your quiz response form . 



17. What is (are) the primary concern(s) that Rinas 

and Clyne-Jackson discuss for a CRC working 

with a CCM or who carries both certifications? 

A. The code was developed by a team of nurses and so 
the CCMc guidelines closely resemble the structure 
of those of the ANA. 

B. The CRC must decide whether the clients or 
customers (as defined by the CCMC guidelines) 
needs come first. 

C. The difficulty of abiding by both CRC and CMCC 
guidelines, especially when the CCMC code can be 
interpreted as a shift away from client-centered- 
health care. 

D. B and C 

18. In what area is the ACA’s Professional Counselor 

Code more detailed than the CRC code? 

A. The potential for the extended family to be 
involved in the treatment process, especially for 
patients from ethnic minority groups 

B. Sexual conduct and computer technologies 

C. Sexual conduct, computer technologies, and group 
and family counseling 

D. The impact of gender in treatment 



19. An ethical dilemma is essentially defined as: 

A. Situations where a rehabilitation professional differs 
in opinion from that of the client regarding needed 
course of action. 

B. Two separate courses of action which are rational, 
mutually exclusive, and in which both may have a 
considerable consequence. 

C. Two or more courses of action which may or may 
not be exclusive and which have considerable 
consequences. 

D. Two separate courses of action which appear to be 
unethical, mutually exclusive, and in which both 
may have a considerable consequence. 

20. What should a CRC with other certifications 

do when he or she is faced with an ethical 
dilemma? 

A. Refer to the most detailed Code that applies to 
them. 

B. Seek out advisement from one of their certifying 
bodies if none of the codes addresses the issue. 

C. Consult with a knowledgeable and experienced 
colleague. 

D. All of the above 
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Introduction 

Extraordinary, stressful, and traumatic events such as natural events (e.g., hurricanes, earthquakes, floods); crimes 
(e.g., school shootings, robbery), or catastrophic injury and illness (e.g., SCI, HIV, AIDS) are common experiences 
in the lives of many Americans. 1 In fact, it is estimated that the typical American will spend nearly 12 years of his or 
her life in a state of limited psychosocial functioning because of chronic illness and disability acquired through dis- 
ease or injury. 2 Regardless of how close one is to the “epicenter” of a critical event, the “aftershocks” signifi- 
cantly effect the physiological, social, emotional, psychological, and social functioning of the survivor, family 
members, the community, and the professional helpers . 3 

Extraordinary stressful and traumatic events also occur in the workplace and contribute to the syndrome known as 
occupational stress. For example, Bachman 4 repons that the U.S. Department of Justice has documented more than 
2,406 deaths due to violent crimes between 1995 and 1996. Additionally, more than 1 million people per year are 
survivors of work-related rapes, physical assaults, and robberies. 5 These figures may be under reponed because many 
victim/ survivors do not report crimes immediately, or at all, after they have occurred. 

The defining characteristics of most critical incidents are the individual’s perception of the potential threat 
to their survival and the perception that the event itself is both uncontrollable and unpredictable . 6 Psychoso- 
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dally, it is recognized that individuals who are 
directly affected by traumatic events must try to 
adjust and adapt physically, psychologically, 
socially, vocationally, and economically, as well as in 
many other ways/ Consequendy, some survivors are at 
risk of experiencing clinical symptoms identified with 
posttraumatic stress disorder (PTSD). 8 Interventions 
that promote survivors to communicate their reac- 
tions to traumatic events in detail will decrease the 
severity, intensity, and frequency of long-term PTS . 9 
Accordingly, many schools, human resource depart- 
ments, and victim assistance programs have called upon 
professionally trained crisis counselors to provide criti- 
cal incident stress debriefings to small and large groups 
of people who have been affected by traumatic events. 

Role of the Rehabilitation Counselor: 

Many Red Cross volunteers and other mental health 
counselors have been trained in crisis response and crit- 
ical incident stress debriefing. However, rehabilitation 
counselors have had little preparation for the role of 
assisting survivors of critical incidents. Rehabilitation 
counselors, by virtue of their training and expertise 
in dealing with issues of loss, grief, psychosocial 
adaptation, and adjustment to chronic illness and 
disability, appear to be uniquely qualified to pro- 
vide crisis response to small and large groups of 
individuals once they have undertaken some further 
training in crisis intervention . 5,10 

Providing small and large group critical incident 
response to deal with the psychosocial aftershocks of 
individuals in crisis appears to be a new direction of 
training and research for rehabilitation professionals in 
the twenty-first century. Hence, this lesson aims to: 
(a) provide rehabilitation professionals with an under- 
standing of the significant impact of group-related crit- 
ical incidents and the psychosocial response of sur- 
vivors, family members, counseling professionals, and 
the sociocultural community environment; and (b) 
offer brief, solution-focused strategies for coping with 
the acute, post-, and secondary traumatic stressors asso- 
ciated with crisis events. 



Shifting Definitions 
and Assumptions 
Regarding Crisis Response 

Crisis response is not a new phenomenon in the coun- 
seling and mental health field. In the early 1970s, the 
psychology and counseling literature was replete with 
brief and immediate interventions for clients who were 
in crisis. 11-13 Because of increasing trends in violence 
against groups of people (e.g., minority groups, school 
children, work-related violence) there is a need for 
trained and qualified crisis responders who can inter- 
vene with people who are directly (primary survivors) or 
indirectly ( secondary survivors) affected by the aftermath 
of extraordinary stressful and traumatic events. These 
acts of interpersonal violence require a unique under- 
standing and set of strategies to facilitate brief and 
immediate interventions. Accordingly, the terminology, 
concepts, and strategies used to characterize principles 
and practices in crisis response appear to have shifted. 
The focus in crisis response has changed primarily 
because of the following: 

• Nature and severity of critical incidents (e.g., 
increase in school and workplace violence 
resulting in multiple deaths) 

• Types of interventions and services provided 
(e.g., group stress debriefings, defusings with 
public and private entities) 

• Shift toward serving different groups of pri- 
mary and secondary survivors (e.g., para- 
medics, police, nurses, counselors) 

• Research suggesting that immediate and 
brief interventions will decrease the negatiw 
long-term symptoms associated with PTS 
(e.g., depression, suicide, nightmares) 

Definitions: 

The following is a brief list of definitions that refer to 
more recent principles and practices in crisis response. 14 
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Extraordinary Stressful and Traumatic Event 

(also referred to as a Critical Incident or Crisis Event) 

A sudden stressful or traumatic event that is typically 
outside the normal range of ordinary human experience 
and is so overwhelmingly stressful to an individual or 
group that, initially, they have little or no coping skills 
they can use in dealing with the event. 

Critical Incident Stress Debriefing (CISD) 

CISD refers to a formal, structured protocol originally 
developed by Mitchell 15 as a direct, action-oriented cri- 
sis intervention process designed to prevent traumatic 
stress symptoms for both primary and secondary sur- 
vivors. CISD is recognized as the most widely used 
among disaster response teams and military and emer- 
gency service personnel. 16 CISD is a team-oriented 
approach, a group process, and should not be a substi- 
tute for psychotherapy. The purpose of using a CISD 
approach is to provide stabilization for the group, 
mobilizing the groups resources, and to restore func- 
tion to the group members. 

Critical Incident Stress Management (CISM) 

CISM uses a comprehensive team approach of stress 
management education, programs, interventions, and 
strategies designed to prevent PTS and Secondary Trau- 
matic Stress (STS) in primary and secondary survivors. 
The function of the CISM team is to serve as the “first 
line of defense” against traumatic stress. 14 After a criti- 
cal incident, the CISM team can be called into action 
rapidly to provide group debriefings. 

Debriefing 

Debriefing is a generic term, originally used by military 
personnel, to describe an approach that involves form- 
ing small and large groups of primary and secondary 
survivors to educate and discuss one specific critical 
incident. Debriefings typically last 60-90 minutes and 
are facilitated by trained and qualified group leaders. 
Sessions focus primarily on the ventilation and valida- 
tion of the individuals’ and groups’ emotional and psy- 
chological health as impacted by the traumatic event. 
Debriefings also use prediction and preparation inter- 
ventions to help facilitate resources and coping skills 



among the group of survivors. The National Organiza- 
tion for Victims Assistance (NOVA) uses a group 
debriefing model as the primary intervention. 17 

Defusing 

Defusings are basically a shortened version of the CISD 
model. They are designed to either eliminate the need 
for a formal debriefing or enhance the CISD. Defus- 
ings take place immediately or relatively soon after the 
critical incident and include three parts: introduction, 
exploration, and information. 14 

Assumptions: 

It is currently recognized that both the primary and sec- 
ondary survivors of extraordinary stressful and trau- 
matic events are at risk for PTSD and STSD. 3> 14 Figley 
distinguishes PTSD from STSD stating: “STSD is a 
syndrome of symptoms nearly identical to PTSD, 
except that exposure to knowledge about a traumatiz- 
ing event experienced by a significant other is associ- 
ated with the set of STSD symptoms, and PTSD symp- 
toms are directly connected to the sufferer, the person 
experiencing primary traumatic stress.” 3 ^ Accord- 
ingly, crisis responders should be knowledgeable and 
mindful of the following factors when providing inter- 
ventions. 

1 Recognize the person as a survivor. Viewing 
people as “victims” of traumatic events dis- 
counts their survival skills and negatively rein- 
forces the stereotype of being helpless, hope- 
less, dependent, and defenseless. Although the 
person may be a victim of a crime, perceiving 
and intervening with individuals in this role 
will hinder their ability to cope and adapt. 

2 Accept that the stressors accompanying trau- 
matic events are real and legitimate for sur- 
vivors. People involved with extraordinary 
stressful and traumatic events will typically be 
physiologically and psychologically affected 
and will require some short-term therapeutic 
interventions. This does not mean that the 
person is “going crazy” or “emotionally weak.” 
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Rather, the physiological and psychological 
effects are normal responses to an extraordi- 
nary stressful event. 

• There is a high incidence ofPTS and STS that 
affects secondary survivors as welL The phe- 
nomenon of “vicarious victimization” suggests 
that persons can acquire posttruamatic stress 
disorder (PTSD) or STS by having indirect 
exposure to violent events. 17 

• Depending on how close the professional 
counselor is to the “epicenter” of the crisis 
event, he or she may also be at risk of experi- 
encing the stressors associated with being a 
secondary survivor \ If these stressors go unrec- 
ognized, professional counselors may experi- 
ence the emotional, mental, and physical 
exhaustion associated with empathy or com- 
passion fatigue. 18 

• Interventions should be person centered, as 
opposed to treating a diagnostic category . 
The DSM-IV 19 does not allow PTS “disorder” 
to be diagnosed until 30 days after exposure to 
traumatic events. Regardless, primary and sec- 
ondary survivors are affected by traumatic 
events and respond in many different ways. 
People who report a history of trauma are not 
members of a homogenous population. Thus, 
treatment efforts must consider unique indi- 
vidual and environmental characteristics by 
focusing on symptom relief of the persons 
acute stress and coping strategies. 20 Regardless 
of the results of the persons DSM-IV clinical 
assessment (i.e., PTSD), the individual’s pre- 
vious response and coping mechanisms after 
prior traumatic events may offer more insight 
for brief or solution-focused interventions. 

• Professional counselors must view the sur- 
vivor in relationship to his or her cultural, 
sociopolitical, and institutional environment, 
and assess which factors may hinder the abil- 
ity of the person (or group of people) to cope 
and adjust. Rehabilitation has always empha- 



sized the role environment plays in dealing 
with the stress of and emotional response to 
disability. 21 Thus, mental health problems 
associated with the traumatic event do not 
reside solely within the individual. 

• Empowering survivors with multiple resources 
and support systems will facilitate better cop- 
ing abilities and recovery. Family, friends, 
churches, and other support groups can be a 
major source for coping and psychosocial 
adaptation. 

• Individuals heal at different rates. Coping 
abilities and adjustment to the grief and loss 
associated with traumatic events vary from 
person to person and do not fit neatly into a 
theoretical stage model of adaptation or adjust- 
ment. Victor Frankl 22 sums up this point by 
suggesting that it is not necessarily the nature 
of the trauma itself that will most affect ones 
ability to cope psychologically with its conse- 
quences, but rather, the persons own attitude 
toward the trauma. 

• Preexisting physical, emotional, cognitive, or 
financial limitations may intensify a crisis 
event and produce more complex reactions of 
grief and loss. People with disabilities, such as 
life-threatening illnesses, may be at risk of 
increased psychological and emotional trauma 
following a critical incident. 23 Thus, preexist- 
ing chronic illnesses and disabilities will com- 
plicate issues of adjustment and adaptation. 

Primarily, exposure to critical incidents for 
people with disabilities may be “trigger events” 
that can exacerbate current medical conditions 
and cause some people to relapse; thus, there 
are unique characteristics of facilitating crisis 
interventions for people with disabilities. 

• Regardless of disability, survivors of previous 
traumatic events may be retraumatized by 
critical incidents . When people who have 
existing mental or physical disabilities experi- 
ence a traumatic event, the crisis event may 



